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This study explores the mental health beliefs of Latinos through the eyes of Latino 
Mental Health Providers. Many Latinos have a view of psychologists as a "healer." This 
view was explored relative to that of the cognitive behavioral approach, which has a 
strong emphasis on its self-help approach to therapy. In addition to its self-help qualities, 
Cognitive Behavioral Therapy (CBT) is recognized for its effectiveness in the mental 
health treatment of diverse ethnic/cultural populations. However, the CBT philosophy 
may seem at times, to be contradictory to many Latinos' beliefs that the therapist's role is 
as a "healer." A five item semi-structured questionnaire was developed, and was used to 
interview nine Latino Mental Health Providers. The questionnaire was geared toward 
eliciting Latino Mental Health Providers' beliefs, based on their therapeutic encounters 
with Latino clients. The goal of the study was to report collected data pertaining to the 
mental health beliefs of Latinos and the ways in which clinicians can use the qata to 
bridge the gap between the mental health beliefs of Latinos and empirically based models 
of therapy rooted in the cognitive behavioral tradition. 
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CHAPTER ONE 
Background Illformation 
The term Latino identifies many subgroups, which include individuals from Puerto Rico, 
The Dominican Republic, Cuba, and South America. The Latino population in the United States 
is heterogeneous in nature, comprising groups of people that represent different historical, 
economic, political, and racial perspectives (Altarriba & Bauer, 1998). Some of the terms used 
to describe the ethnic collage of Latinos include Hispanics, Central Americans, or South 
Americans. Many individuals of Latino descent prefer to affirm their ethnic identity politically 
by using terms such as Chicanos, Xicanos, Ricans, or Boricuas, whereas others affirm their 
national origins by using terms such as Mexicans or Mexican Americans, Cubans, or Cuban 
Americans, Colombianos, Dominicans, Peruvians, Salvadorians, or Venezuelans (Comas-Diaz, 
2001). Latino c.ountries that are included in the Census Bureau are in North America (United 
States, Mexico), Central America (Guatemala, Honduras, EI Salvador, Belize, Nicaragua, Costa 
Rica, Panama), the Caribbean (Cuba, Puerto Rico, Dominican Republic), and South America 
(Venezuela, Colombia, Ecuador, Peru, Bolivia, Chile, Paraguay, Argentina, Uruguay, Brazil, 
French Guiana, Suriname, and Guyana) (Castex, 1994). In this study, the terms Latino (a) and 
Hispanics will be used to refer both to immigrants and to U.S. born Americans of Latino 
ancestry. 
Among the many Hispanic subgroups, there is significant cultural plurality, which 
emphasizes the salient differences in acculturation, socioeconomic class, history, migrational 
patterns, educational levels, political beliefs, English proficiency levels, and occupations. Each 
Latino immigrant brings with him or her unique experiences based on the social, economic, and 
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political climate of country of origin. The historical experiences of each country with the United 
States and with the European colonialists are different, and can have an impact on how Hispanic 
individuals ethnically self-identify. Organista and Munoz (1996) further elaborate: 
We fully recognize that each Latino is in some ways like no other Latino, and that there 
are subgroups of Latinos that are quite different from one another. Nevertheless, there 
are elements of shared history, of language, customs, religion and moral values, and of 
self-identifY and identity attributed by others, which define, however, imperfectly, a 
recognizable subgroup in society that must be properly served. The more clinicians know 
about a particular subgroup of Latinos (e.g., Mexican Americans, Puerto Ricans, etc.), the 
more they can conceptualize and treat the mental health problems of that group in a 
culturally sensitive manner. (p.255) 
In light of this, it is misleading to suppose that all Hispanics adhere to a unidimensional 
"Hispanic culture" (Rosado & Elias, 1993). 
According to the U.S. Bureau of the Census (2001), Latinos represent about 12.5% of the 
people in the U.S.A. Unfortunately, the number of Latino professionals in mental health care is 
not representative of the large and steadily growing population. For instance, in the U.S., only 
2% of medical students are Latinos, and only 4.6% of psychiatrists are Latinos (Ruiz, 1993). 
Despite its significance, the Latino population of the United States has not attained the same 
educational and economic levels compared to those of the majority of the population. According 
to the U.S. Bureau of the Census (2001), 54% of Latinos complete four years of high school 
education, in comparison to 82.1 % for the total U.S. population. Similarly, 10.7% of Latinos 
attain four years of undergraduate education, in comparison to 23.9% for the total U.S.A 
population (U.S. Bureau of the Census, 2001). The Latino population also has an annual income, 
which is less than the majority population. The Census Bureau reports that 14.7% of the Latino 
population has an annual income ofless than $10,000, and that only 21.5% ofthe Latino 
population earns more than $50,000 atlliually, in comparison to 44.1 % of Caucasians. Higher 
numbers of Latino families (21.7%) live under the poverty level, in comparison to only 10.2% 
for the total U.S.A. population (U.S. Bureau of the Census, 2001). There is no doubt that low 
educational levels lead to unemployment, low wages, and lack of, or insufficient benefits; this 
also leads to lack of health/mental health care benefits, resulting in limited access to mental 
health care services. 
Mental Health Beliefs 
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Mental illness in Latino cultures has a stigma of 'locuro,' or madness, which carries 
negative connotations. In many Latino cultures, an individual who is considered 'loco' is seen as 
crazy, potentially violent, and incurable. Many Latino individuals may not have had the 
education in their countries of origin or in their communities here in the United States to 
incorporate contemporary knowledge about mental illness and its treatment. The idea of mental 
illness for many individuals, especially Latino Americans, is a foreign concept. Hispanic 
Americans with little acculturation to Anglo-American culture may tend to conceptualize the 
cause of physical and emotional problems in terms of external factors, supernatural forces, or 
both. Most likely, these schema, are culturally ingrained by the time an individual reaches early 
adulthood. Historically for many Latino families, mental health services have not been an 
option, so they developed alternative resources to deal with what they believed to be "troubled or 
special family members." 
This collectivist value leads many Latinos in their decisions to seek help for mental 
health problems within their own sociocultural system. For example, major socioemotional 
supports are extended to family, godparents, church and religion, or to an individual that the 
family has identified as trustworthy and helpful (lnclan, 1985). These support systems serve as 
the resource centers for financial, emotional, and social needs. For example, in Puerto Rican 
families, elders and extended kin are sought out for guidance, solace, advice, reassurance, and 
problem solving assistance (Ramos-McKay, Comas-Diaz, & Rivera, 1988). During the 
socialization process for children, traditional Puerto Ricans perceive the idea of seeking help 
within the family as normal. The cultural-emotional message transmitted to many Puerto Rican 
youth is that to tell problems to strangers or outsiders is a negative reflection on the individual 
and on the family. 
Many Latinos will seek out the advice of a faith healer who identifies with the Latino 
culture (Altarriba & Bauer, 1998), or family members. In many of the communities in which 
Latinos live, churches are the focet! point for the members of the community. In this sense, 
religion provides both solace and support to many Latino individuals, but it is also a frequent 
source of the contents of delusions and hallucinations (Guamaccia & Rodriguez, 1996). 
In order to understand mental illness across cultures, it is important to sort out what is 
culturally "normal" and "abnormal." In assessing and treating clients of Latino descent, it is 
important to emphasize the clients' beliefs and the ways in which they perceive mental health 
providers. In order to do this effectively, a mental health provider must understand the 




Latinos maintain various cultural beliefs, values, and traditions that influence their 
mental health (Perez, 1999). In such a collectivist culture, where members of the group perceive 
themselves as fundamentally connected with others, familial and social relationships play an 
important role in how individuals view themselves and each other. For many Latinos, the family 
is the main source of emotional suppprt and guidance, so they rely heavily on the family in times 
of medical, as well as psychological need. In a study by Rogg (1974), Cuban Americans were 
asked to whom they would turn for psychological help if a family member had a serious nervous 
or mental health condition. Results indicated that at least 75% of the respondents stated that they 
would first turn to the family doctor. Second, they responded that they would turn to family and 
third, they would turn to friends. Respondents cited that that they had faith in their family 
doctor, because he or she is typically perceived to be the "qualified authority" who can provide 
advice on physical, as well as mental concerns. Fifty-six percent of the respondents reported that 
they would not turn to a counselor in private practice (Rogg, 1974). 
In Latino families, as in other ethnically diverse cultures, the family consists of multiple 
people who have different roles. A therapist must respect the role of each family member, 
acknowledging throughout the therapy process that there is a hierarchy. Because family 
structure and cultural styles are important in developing effective treatment for Latinos, the 
therapist must always obtain a history of each family member's role; it is vital to recognize that 
there are significant roles classified as male or female, among children and parents, and an 
understood hierarchy in the family among all family members. For example, among Latino 
families, there is an expectation that males are the providers, strong and dominant. This gender 
specific role among Latinos is referred to as machismo. The expectation for females is that they 
are to be nurturing, submissive, and self-sacrificing. The gender specific role for Latinas is 
marianismo. Another important culturally specific value for the Latino family is persollalismo, 
which connotes warmth, politeness, and strong interpersonal relationships based on trust. 
"Personalismo is also known as personal orientation that emphasizes the personal dimension to 
all human relations, including business and professional" (Organista, pg. 79,2006). 
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Respect is also a significant aspect of understanding the cultural beliefs among Latinos; 
the term respeto connotes an unconditional respect for elders, parents, and authority figures. In 
most traditional Hispanic families, there are non-egalitarian gender and age group roles based on 
traditional hierarchy, which leads to a traditional manner of communication based on "deference 
to those in higher status" (Organista, 2006). For example, in a Hispanic family the father is the 
first head of the household. In the absence ofthe father, the hierarchy begins with the mother, 
followed by the oldest male child. The female children are at the bottom of the hierarchy. It is 
necessary to keep in mind that the intensity of the cultural beliefs is moderated by an individual's 
degree of acculturation. 
Acculturation 
"Acculturation is the process whereby immigrants change their behavior and attitudes 
toward those of the host society" (RogIer, Cortes & Malgady, 1991). The groups of Latinos that 
have immigrated to the United States have brought with them their cultures and traditions. 
Latino subgroups are migrating from Mexico, Central and South America, and the Caribbean to 
the urban centers of the U.S. in large numbers. It is important for mental health professionals to 
consider cultural values and beliefs when treating these clients, as they struggle to acculturate 
into "Anglo" society (Altarriba & Bauer, 1998), because even though many bicultural families 
have lived in the u.s. for three or more generations, they remain allied to the Latino culture. 
The acculturation process for bicultural individuals occurs across cognitions, emotions, 
and behaviors (Baron & Constantine, 1997). In addition to negative stigma from the majority 
culture, the incongruence in culture also contributes to many mainland Puerto Ricans' mental 
health issues. For example, Puerto Ricans who are born on the mainland, compared to Puerto 
Ricans who are born on the island of Puerto Rico, may be expected to identifY with mainstream 
Americans when outside of the home. However, these individuals face much pressure from their 
family to maintain their cultural identity as Puertorriqueno. 
A concern for many Latino practitioners is whether the process of acculturation appears 
to make Latino groups more vulnerable to higher rates of health and mental health problems. 
Accordingto Vega and Alegria (2001), the mental health of Hispanics who have lived in the 
United S~tes for 13 years or less is generally good. The loss of cultural identity is a significant 
issue related to the mental health of Puerto Ricans (Flores, 1993). Balls Organista, Organista, 
and Kuraski (2003) reviewed literature on the acculturation and mental health among major 
American minority groups, finding two major patterns in the epidemiological data. First, they 
found that different levels of socioeconomic status ran parallel to between-group differences in 
mental health; mental health problems such as major depression and alcohol abuse were higher 
in Puerto Ricans and in Mexican Americans compared to Cuban Americans. Organista (2006) 
suggests that the differences between groups are a reflection of acculturation histories, which 
have varied and continue to vary in terms of the level of acculturative stress and problems related 
to adaptation. The colonization of Puerto Rico was characterized by the industrial exploitation 
of yae island and of the Puerto Rican people. Puerto Ricans were segregated along with African 
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Americans on the mainland; the history of Cuban Americans differs by comparison because it 
indicates a high investment by the United States in facilitating the adjustment of a predominantly 
professional and upper-class group of legal refugees who had fled the Castro regime in the late 
1950's. 
Another example of these differences reveals that among Mexican Americans who have 
acculturated to the United States, there is a consistent relationship between level of acculturation 
and levels of diagnosable mental health problems (Balls Organista et aI., 2003). These problems 
can be characterized by their working in the services sector of the working poor, by segregation, 
by poverty, and by the decompensation of traditional cultural supports that would have been 
provided by extended family and community. More comparative mental health research in this 
area is needed, because questions have been raised that are related to understanding the ways in 
which the Hispanic culture serves as a protective factor, and why it seems that Hispanics who are 
more acculturated are at higher risk for mental health problems. 
Professional Culture 
Professional culture plays a significant part of the multicultural dynamic that contributes 
to mental health beliefs of all practicing psychologists. Different perspectives on how to defme 
mental illness, how to assess it, how to work with clients, and how to work with other mental 
health professionals exist within the mental health professions (Guamaccia & Rodriguez, 1996). 
Cultural influences are reflected, modified, and passed on by professional training programs, 
internships, and continuing education, in recognition of our diverse national milieu. These 
professional cultures reflect the dominant value system of the society, and the historical context 
within which they have developed. 
For example, qualities in the therapeutic relationship that are fundamental between a 
therapist and traditional Latino client include respect and warmth. Overall, Latinos are a 
population that traditionally establish and maintain tight knit family and community ties. As an 
outsider attempting to come into their lives as a helper, the therapist has to be willing to 
assimilate in certain ways that will demonstrate to the client that this is a professional who is 
concerned with his or her well being. The professional culture is dynamic, and interacts with the 
personal culture of the practitioner. In order to deliver culturally competent mental health 
services, mental health professionals need to examine how they will use the knowledge and 
insights from their culture to best serve their clients. 
Treatment Tltat Has Demonstrated Efficacy 
Cognitive Behavioral Therapy (CBT) 
Cognitive Behavioral Therapy (CBT) is an active, structured, problem-focused, and time-
limited approach to psychological treatment. CBT has a strong empirical base, which means that 
there are research studies that have demonstrated its therapeutic effectiveness across a variety of 
psychological and psychiatric populations. The cognitive behavioral model theorizes that the 
way in which an individual perceives events has an impact on one's feelings and behaviors. 
Qualities that are fundamental to CBT include the collaborative relationship between client and 
therapist, measurable goals, rapport between client and therapist, and use of self-help tools. The 
success ofCBT depends largely, on the willingness of the client to play an active role in 
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treatment and to follow through on homework assignments, as well as on the client's state of 
readiness to change. 
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Behavior change is a process that unfolds over time, and involves movement through a 
series of six stages (Prochaska and Norcross, 2001). According to the trans-theoretical model, 
different processes of change are differentially effective in certain stages of change. The purpose 
of the following section is to provide readers with an understanding of the client in terms of his 
or her readiness for therapeutic change. Understanding a client's readiness for change is 
fundamental, regardless of cultural or ethnic background. 
Stages of Change 
A client is considered to be in the pre contemplation stage of change, when he or she 
demonstrates no intention to change his or her behavior in the near future (Prochaska & 
Norcross, 2001). Usually, individuals in this stage are unaware, or under-aware of their 
problems. Most of the time, the families, friends, neighbors', or employees are aware that the 
precontempiators have problems. Most often these individuals seek psychotherapy because of 
pressure from significant others (Prochaska & Norcross, 2001). Prochaska and Norcross (2001) 
classifY individuals who do not demonstrate serious intention to change their problem in the near 
future, (i.e. within the next six months) as "precontemplators." Precontemplators can "wish" to 
change, but this is different from having serious intentions to consider change. 
Contemplation is the stage in which people are aware that a problem exists. Individuals 
at this stage typically have serious thoughts of resolving their problems, but they have not yet 
made a commitment to act. People can remain stuck in the contemplation stage for a long time. 
Prochaska and Norcross (2001) consider an individual in the contemplation stage when the 
individual states that he or she is seriously considering changing problem behavior within the 
next six months. 
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The preparation stage is a combination of intention and behavioral criteria. Individuals 
in this stage have already been unsuccessful in their action in the past year, and are intending to 
take action in the next month. Individuals in the preparation stage usually define their behavioral 
changes as "baby steps." Although these individuals have made some reductions in their 
problem behaviors, they have not yet reached an effective basis for action. An example of this 
would include an individual who is trying to quit smoking, but has not been successful in 
establishing a routine for abstinence from smoking. 
The action stage involves the most overt behavioral changes and requires a considerable 
commitment of time and energy on the individual's part. During the action stage, individuals 
modifY their behaviors, experiences, and environments in order to overcome. their problems 
(Prochaska & Norcross, 2001). A person is considered to be in the action stage ifhe or she has 
successfully altered his or her dysfunctional behavior for at least one day to six months. 
According to Prochaska and Norcross (2001), individuals in the action stage endorse the 
following statements, "I am really working hard to change" and "Anyone can talk about 
changing; I am actually doing something about it." 
The maintenance stage occurs when an individual works to prevent relapse of undesirable 
behaviors, and consolidate the gains achieved during the action stage. In order for someone to be 
in the maintenance stage, the individual must remain free of the problem behavior and must be 
consistently engaged in new, incompatible behavior for more than six months. 
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The termination stage occurs when an individual has completed the change process and 
no longer has to work to prevent relapse to his or her problem behavior. Prochaska and Norcross 
define termination as total confidence or self-efficacy across all high-risk situations and zero 
temptations to relapse (Prochaska & Norcross, p. 444, 2001). 
The integration of stages of change, relative to homework in cognitive behavioral 
therapy, is important in the therapeutic relationship. The stages of change are effective when 
used to explain the contribution of homework in the cognitive behavioral process of treatment. 
F or example, if the client is at the action stage of change, he or she may be receptive to engaging 
actively in therapy homework. When a therapist proactively customizes clinical communication 
with the client's stage of change, the rate of participation increases and the drop out rate will 
decrease (prochaska, Velicer, Fava, Rossi, & Tsoh, 2001). 
Role of Self-Help Homework 
Homework plays a central role in cognitive behavioral therapy. The literature indicates 
that these self-help assignments are therapeutic tools, so that clients can practice what they 
learned in session, in order to bridge the time between therapy sessions (Bums & Nolen-
Hoeksema, 1992). Cognitive behavioral therapists attempt to reinforce clients' learning of 
adaptive coping skills with self-help assignments. Clients can have numerous insights and 
changes during a session, but these occurrences are meaningless if the process of problem 
solving is not generalizeable outside of the therapy sessions. Burns, Adams, and Anastopoulos 
(1985), describe the generalization of significant changes in irrational beliefs outside of the 
therapy session as working on problems "live." Being "live" appears to be the sought after result 
in the long-term goal in CBT. 
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"Homework reinforces continued practice of new ideas, new views of the self and the 
world, and new behaviors and plans for action" (Persons, p. 142, 1998). Situations that arouse 
powerful affect usually underlie clients' key issues, which are relative to their belief systems. 
For example, any therapeutic change that may have occurred within the client outside of the 
therapy session may go unnoticed if the client has to wait until his or her next session to address 
the event. These situations often do not occur in the context of the therapeutic session, yet they 
tend to occur in clients' daily lives. Therefore opportunities for change will be missed if the 
client is not able to employ the skills in the "here and now," rather than role-playing in a 
therapeutic environment that only approximates real life. 
Homework empowers clients because it teaches them that their recovelY is a result of 
their own efforts, and not solely attributed to the therapist. This is an important factor in the 
treatment of clients, who may have the tendency to become overly dependant on their therapists 
(Persons, .1998). The therapist teaches the client problem-solving skills so that the client 
becomes empowered and less dependent on the therapist. For example, when a therapist is going 
on vacation and the client infers that he or she will not be able to "make it on their own," the 
therapist can remind the client that through homework assignments, he or she has already 
practiced coping with problems without the therapist present. By empowering the client, 
homework is shortening the length of treatment, because it teaches the client to be the primary 
agent of change, rather than depending on his or her therapist to effect the change 
Finally, homework transactions provide important opportunities for "in vivo" work 
between the client and therapist during the session (Persons, 1998). For example, a client who 
procrastinates in paying bills may also have difficulty completing homework assignments. If this 
area is explored, the therapist and client may find that there is a common denominator underlying 
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these two problems. Working on therapeutic assignments can be a powerful way of revealing the 
underlying problem to the client and an important vehicle for furiher inquiry in the therapy 
session. 
Therapist and Client Roles in CRT 
The role of a CBT therapist is to model structure and organization, to listen, to teach 
coping skills, and to instill hope. Advantages of structure can be to filter out unnecessary topics 
and prioritize the time available. Disadvantages of the structured session can include a degree of 
rigidity, leaving clients not comfortable enough to bring up specific subjects that they may need 
to discuss if these are not part of the original agenda. Another role of the cognitive behavioral 
therapist is to educate clients to the limits and rules of therapy. In doing this, the therapist 
informs the client as to what the therapist's expectations are in each session. At the same time, 
this model allows clients to voice their expectations of the therapist regarding the therapeutic 
relationship. Cognitive behavioral therapists use the sessions to engage clients in testing their 
hypotheses. Once therapy begins, the therapist and client are continually updating and applying 
techniques and processes, in order to test hypotheses and relate it to new information that can 
alter the client's thoughts, moods, and behaviors. This will help the therapist and client to 
generate ideas and decide which direction is appropriate for the next step in treatment. 
The therapist's role in CBT is tailored to be sensitive to the client's stage of change. For 
example, a client in the precontemplation stage will most likely need a therapist to play the role 
of a nurturing parent counseling the resistant and defiant child, who is both drawn to and repelled 
by the prospects of becoming more independent (Prochaska & Norcross, 2001). Another 
15 
example of the varying roles of the therapist is that of the experienced coach; this would occur 
when the client is in the preparation stage. It is during this stage that the therapist can act as the 
model coach who has been through many crucial matches and can provide a game plan or can 
review and assist with changes to the client's game plan. 
Throughout the therapeutic process, it is the role of the CBT therapist to teach clients to 
question the irrationality of their automatic thoughts. As the therapist teaches and models 
methods for disputing these thoughts, the clients are likely to learn how to dispute the 
irrationality of the distorted thoughts, thereby changing their moods. The therapist's role is to 
facilitate the clients' internal dialogues to help them to develop effective responses that are more 
positive and balanced without having to tell the clients the "answer." The therapist relies on the 
use of fluid strategies in anticipation that the clients will develop a model to maintain or dispute 
their faulty beliefs. It is not enough to simply strip away the clients' irrational thoughts. During 
CBT, the therapist and client are continuously testing hypotheses related to the client's thoughts, 
moods, and behavior. It is the therapist's role to train the client to develop viable alternate 
arguments, which will promote the client maintaining beliefs that are more adaptive to his or her 
reality. The success of CBT depends largely in part on the willingness of the client to play an 
active role in treatment and follow through on homework assignments. This is the collaborative 
aspect of the relationship. It is the responsibility of the client to assist in developing treatment 
goals, complete homework assignments, and come to sessions prepared. 
Studies Supporting the Use of Homework in Therapy 
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Shelton and Levy (1981) found that 68% of 500 clinical trials reviewed in over eight 
behavior therapy journals included some type of self-help assignment as part of treatment. The 
studies revealed that individuals who receive cognitive behavioral therapy with a self-help 
assignment respond more favorably, compared to individuals who do not receive self-help 
assignments (Burns & Nolen-Hoeksema, 1991). Harmon, Nelson, and Hayes (1980) 
substantiated the aforementioned results in a study, in which depressed clients received 
nondirective weekly group therapy with or without daily self-monitoring assignments. Harmon, 
Nelson, and Hayes (1980) found that the daily monitoring of activities was relative to increases 
in self-reported, pleasant activities and to decreases in depressed mood. 
Persons, Burns, and Perloff (1989) also suggested that individuals' compliance with self-
help homework assignments seems to have an impact on recovery from depression. A study of 
70 depressed clients treated with CBT, revealed that the clients who exhibited the greatest 
success in treatment were more likely to complete homework assignments between therapy 
sessions; this is in comparison to clients that did not respond to CBT (Persons, Burns, & Perloff, 
1989). 
CBT and Latino Beliefs Related to Mental Health Treatment 
Empirical adaptations specifically for Latinos are in their beginning phases. Research 
indicates that CBT can be effective with Latino clients, as well as with clients from other 
different ethnic populations if the therapy is translated and adapted (Guarnaccia, Martinez, & 
Acosta, 2002). However, the self-help approach to CBT seems at first glance to be incongruent 
with many Latinos' perceptions of the mental health practitioners "role." 
17 
There are many reasons why CBT could be difficult to employ with Latinos. Many 
Latinos seek psychotherapy with the belief that the doctor or psychotherapist is "supposed" to 
heal them, or remove their problems. An advantage to using CBT is the process of addressing 
problems that occur in the "here and now" of a client's life. However, a barrier with some 
Latinos may be that therapy is viewed as a process to "get answers to their problems," as many 
are used to discussing their problems with other professionals, such as clergy or a trusted elder. 
Another potential limitation to using CBT with Hispanic individuals is that it stems from the 
behavioral science tradition of focusing on individual variables in a persons' life in order to 
effect therapeutic change. Although CBT emphasizes a collaborative approach to treatment, the 
model emphasizes individualistic cultural attributes. If a clinician attempts to treat a client such 
as a Latino, from a collectivistic background, that clinician needs to assess not only the 
willingness of the client to forsake some of hislher cultural background, but also to assess how 
therapeutic that will be for the client's well being. It could be problematic .to provide 
individualistic treatment approaches to a client who has a collectivistic schema. 
Adaptations of CRT for Latinos 
Organista (2000), and Miranda and Munoz (1994) have suggested some adaptations of 
Cognitive Behavioral Therapy (CBT) to use when working with Latinos, especially for the 
treatment of depression. In doing so, they have translated CBT manuals and adapted treatments, 
which have shown to be effective with some Latino populations. Adaptations include 
engagement via Latino values, streamlining of cognitive restructuring, assertiveness training, and 
pleasant activity schedules. An example of demonstrating Latino values in psychotherapy would 
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be demonstrating respect and warmth, which can be exemplified by addressing clients with 
formal titles such as, Senor and Senora (Mr. or Mrs.), with clients surnames. Another 
adaptation, called "streamlining" teaches clients helpful versus unhelpful thoughts, compared to 
the notion of cognitive distortions. 
Although assertiveness is a trait valued in Western culture, it may run contrary to what 
are considered Latino values of politeness and respect, especially among women. However at 
times, therapeutic gains can be reachable for some Latino clients by restructuring traditional, 
cultural patterns, but only if the client is willing to participate. Organista (2000) noted that if 
presented in a culturally sensitive manner, assertiveness training could be an adaptive tool for 
Latino clients. Assertiveness training aspects of CBT need to be adapted to the dynamics of the 
family to avoid creating additional problems for clients. There are identified roles in the family, 
related to gender and hierarchy that can have a negative impact by assertiveness training, if the 
client is not addressed delicately by the m~ntal health provider. For example, children are aware 
oftheir role in the family. It would be detrimental for a therapist to encourage a Hispanic youth 
to question his or her parents when it comes to respect and obedience. Questioning one's elders 
would not be perceived as 'assertive' in a traditional Hispanic family, but actually disrespectful. 
Organista (2006) suggests that assertive training be conducted in ways that are 
considerate of the culture-based protocols for communication between people at different levels 
of traditional social status in the Latino community in which they have been raised. A situation 
in which a youth may feel as if his or her parents do not listen to him or to her would be 
appropriately addressed by engaging the parents in the therapy with the youth. However, a 
mental health provider would need to tread lightly around cultural issues related to disciplinary 
methods and respect, to ensure that he or she is not being judgmental towards the parents. 
19 
Comas-Diaz and Duncan (1985) describe how to communicate assertively in a manner that will 
convey traditional forms of deference and respect while still being assertive: "With all due 
respect" and "Would you permit me to express how I feel about that?" These methods of 
attending to assertiveness will also increase the likelihood of integrating the Latin value of 
simpatia, or less confrontational communication. 
Another way for practitioners to be culturally sensitive in their practices of CBT 
strategies is related to the way in which they present the techniques of activity scheduling to their 
Latino clients. For example, working with mainstream Anglo clients, it is most common for 
therapists to suggest to these clients that they take time for themselves, or that they engage in an 
activity, which emphasizes 'doing for oneself. Practitioners should suggest that clients distract 
themselves from their problems through the engagement of activities when they work with 
Latino clients who are traditionally oriented to collectivistic values. If the practitioner does not 
take the~e cultural values into account, rather than viewing the activity as a way to help them feel 
better, the client may perceive the activity as culturally incongruent. 
An example of a culture sensitive treatment package is the Strengthening Families 
Program (SFP), a multi-component, 14-session family-skills intervention that was developed to 
teach parent skills to effectively praise, supervise, discipline, and communicate with their 
children. The SFP approach was developed as a direct approach to the prevention of youth 
problems, including substance abuse. Studies that were implemented compared the generic SFP 
version with modified, culturally adapted Spanish and Asian versions (Kumpfer, Wamberg, & 
Martinez, 1996). The hallmark of the Spanish and Asian SFP was respect for family tradition, 
which resulted in an increased (65-95%) completion rate (Kumpfer, Wamberg, & Martinez, 
1996). However, the outcome results of the versions were not as strong as prior SFP studies, 
possibly because the participants who were recruited were lower risk children, compared to the 
participants in previous studies. Additionally, independent evaluators found that there was an 
under reporting of problems at pretest due to confidentiality concerns. 
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Overall, the most recent literature suggests that the best practices for mental health 
treatment with individuals and families of Latino origin are directive rather than insight-oriented 
and more family-focused rather than individual-focused (Guarnaccia, Martinez, & Acosta, 2002). 
Guarnaccia, Martinez, and Acosta (2002) also acknowledge the importance of the cultural 
specific values such as respeto (respect),personalismo (personalism), andfamilismo (closeness 
of family) as being fundamental to understanding Latinos, and should be adapted to mental 
health treatment for Latinos. 
The Importance of the Study for Clinical Psychology 
In order to treat Latinos effectively, or treat any other culturally or ethnically diverse 
populations, clinicians must be familiar with the clients' cultural beliefs related to mental health, 
and must be willing to research and learn theory and techniques that have been demonstrated to 
be effective with this population. Even though the Latino population is widely heterogeneous, 
consisting of many subgroups, there are general and even culturally specific belief systems that 
need to be taken into account in the treatment Latino populations. 
Although many Latinos view the role of the therapist as a "healer," the cognitive 
behavioral approach to treatment views the therapist as a collaborator with the client. This can 
be troublesome for a therapist with good intention of treating a client, and for a client who wants 
help, but who does not buy into the CBT model based on the scientific method of hypothesis 
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testing and problem-solving. Even though addressing the here and now problems is what seems 
to work with this population, it is therapists' responsibility to empower their clients, so that they 
will develop coping skills in order to solve their own problems in the future. The question that 
requires an answer is finding a way to bridge the gap between the two in order to provide 
culturally sensitive mental health services that are empirically driven. By gaining a better 
understanding of the mental health beliefs of Latino clients through the eyes of Latino Mental 
Health Providers, this study seeks to gain perspective on the aforementioned issues, which can 
inform non-Latino Mental Health Providers who work with Latino populations. 
CHAPTER TWO 
Methods 
Data Sources and Collection 
Overview of the Research Design 
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Strauss and Corbin (1998) describe qualitative research, as research that produces 
findings not arrived at by statistical procedures or by other measures of quantification. The 
qualitative research approach is employed in studies in which the researcher wants to describe a 
problem that can best be understood by exploring a concept or phenomenon. Its nature is 
exploratory, and researchers utilize the qualitative approach to explore a topic when there is little 
known about the variables and the theory base. In qualitative research, questions are an analytic 
device to open up the line of inquiry and direct theoretical sampling. Tlus method of inquiry is 
the agent, which promotes the emergent aspects of qualitative research. Through exploration of 
the data, a general pattern of understanding will begin to emerge. The researcher begins with 
basic information, which can then be broadened and developed into more highly descriptive 
themes for interpretation. 
The study described herein is an example of a qualitative research study. The qualitative 
method to research is an interpretive way of viewing data. Throughout the qualitative method, 
the data is perceived through the personal lens of the researcher (Creswell, 2003). "The 
qualitative researcher reflects on who he or she is in the inquiry, and is sensitive to his or her 
personal biography and how it shapes the study" (Creswell, pg. 182,2003). 
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Subjects 
Purposeful sampling was used in this study to recruit Latino Mental Health Providers. 
Nine Latino mental health providers were identified through a membership directory of The 
Latino Psychologists Association of New Jersey (LPANJ), as well as the assistance of 
colleagues. Theoretical orientation, age, or sex did not exclude any subject's participation in the 
study. Four ofthe participants held a Doctorate of Philosophy, one held a Doctorate in 
Psychology, four held Master's degrees, and all identified themselves as being of Latino descent; 
they currently have, or have had clinical experience providing mental health services to Latino 
clients. All participants resided and practiced in the states of Pennsylvania, New Jersey, and 
New York. 
To investigate further the impact of cultural beliefs in the therapeutic relationship the 
following research questions were developed. 
1. Tell me how you think: your cultural beliefs influence your style of clinical practice? 
2. Tell me how you perceive that your cultural beliefs influence your Latino client's 
motivation to change? 
3. When working with Latino clients tell me about culturally specific beliefs that influence a 
client's experience in therapy. How do your cultural beliefs influence the therapeutic 
process? 
4. Please describe the common belief systems of your clients regarding being open to self-
examination and self-awareness in therapy. 
5. Tell me what you see as Latino clients' views of self-improvement. 
Procedures 
After each participant was identified for the study, the mental health providers were 
initially screened by telephone and preliminary data was collected, including infornlation that 
was related to how each participant ethnically identified him or herself as a Latino. The 
telephone screening also included whether or not the participants have or have had experience 
working with Latino clients. 
Appointment times and places for each interview were arranged at the convenience of 
each participant. Written consent (Appendix A) was to be provided by the researcher for each 
participant at the arranged meeting time and place. 
The interviews were recorded with the use of an Olympia Digital Voice Recorder (VN-
240) and Radioshack Voice Activation Cassette Recorder (CTR-121). 
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The nine participants were met by the researcher in their homes or offices, at the agreed 
upon time. First, each participant was asked to read and sign the informed consent document 
(Appendix A). The form consisted of a statement of purpose for the study, the names and other 
identifying information of the investigators and others within the college who were responsible 
for the research. Additionally, the form included telephone numbers, a description of the 
procedures, potential benefits to participants and others, a statement about confidentiality, and 
information concerning the rights and choices of each participant, including the right to not 
participate in the study. After each participant read the consent form, he or she signed and dated 
the form. The researcher signed and dated the form as well, in the presence of each participant. 
No witnesses were available, because all of the interviews were conducted in a private setting. 
At the time of the introduction of the informed consent document, the researcher instructed each 
participant to verbalize any questions or concerns. 
Each patiicipant was asked 12 demographic questions (Appendix B), designed to elicit 
demographic information related to the participant's level of education, ethnicity, years of 
practice and professional theoretical orientation, as well as to establish rapport with each 
participant. 
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At this point, the researcher continued the interview, using the five open-ended questions 
(Appendix C) designed to elicit each participant's cultural beliefs as a Latino (a), and his or her 
perceptions of Latino clients' mental health beliefs, with specific emphasis placed on cultural 
impact. The questions also addressed information related to self-awareness in the therapeutic 
relationship based on a Latino client's perspective and his or her views of self-improvement. 
In order to elicit more information from the participants, the researcher questioned any 
vague answers for more detail, using open-ended questions or statements, such as "tell me more 
about that." The researcher was consistent in the manner in which the questions were addressed 
to the nine participants. The material elicited from the participants had personal and professional 
meaning for the researcher. This led to the researcher's developing a connection with all of the 
participants. Many positive personal and professional relationships developed, subsequent to the 
interviews. The interviews lasted between 40 minutes to one hour for each participant. All of 
the participants shared the same theme about "why" they chose to participate in the study. They 
all appeared interested in contributing to the literature regarding Latinos and mental health 
providers. 
A hired medical transcriptionist and the researcher transcribed all of the interviews for 
this study. The researcher made process and content notes from the interviews. The notes and 
transcribed data were kept in separate notebooks. Each interview was read several times and 
additional process and content notes were extracted from each reading. The researcher then 
extracted and categorized the information from each interview. 
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The Grounded Theory Approach to research was employed to assess and analyze the 
data. The grounded theory approach was developed by Anselm Strauss and Juliet Corbin as a 
means for organizing and coding the responses from data obtained in qualitative studies. In the 
grounded theory approach, the researcher attempts to derive a general, abstract theory of a 
process, action, or interaction grounded in the views of participants in a study (Creswell, 2003). 
Several layers of categories were explored in order for the researcher to abstract inferences from 
the data obtained. The grounded theory approach is appropriate for organizing and refining the 
relationships among the data in the proposed study because the process involves several stages of 
data collection, and facilitates the refinement and interrelationship of categories of information. 
The primary characteristics of the grounded theory approach are the constant comparison of data 
with emerging themes in the data, and theoretical sampling of different groups to maximize the 
similarities and differences obtained in the information (Creswell, 2003). Strauss and Corbin 
(1998) identify the two essential methods to the development of theory as asking effective 
questions, and making theoretical comparisons. Grounded theory methodology postulates that 
the purpose of the main questions is to facilitate the researcher's understanding of the theoretical 
issues (Strauss and Corbin, 1998). 
The two components of qualitative research, which are fundamental to this study, are data 
and procedures. The data can come from a variety of sources, such as interviews, observations, 
documents, records, and films. In the proposed study, the data obtained, will occur solely via the 
interview process. Procedures in the qualitative study consist of conceptualizing and reducing 
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data, and elaborating categories through their properties and dimensions. Conceptualizing, 
reducing data, and elaborating categories are also referred to as coding (Strauss & Corbin, 1998). 
In the grounded theory, coding data involves the researcher's building theory, rather than testing 
it. Coding data through the grounded theory approach also provides researchers with analytic 
tools for handling large amounts of raw data, helps researchers to consider alternative meanings 
of phenomena, and identifY, develop, and relate the concepts that are the building blocks of 
theory (Strauss & Corbin, 1998). 
Process Notes 
Process notes are a qualitative technique. In this study, the technique of process notes 
were used to evaluate interactions that occurred between the researcher and the participants. 
After each interview, the researcher took at least five minutes to write down notes from each 
interview. The process notes consisted of the salient aspects of the interview which were related 
to the underpinnings of the interview, and which were also relative to the research questions. 
The process notes addressed reactions that the researcher may have had to each participant, as 
well as how the researcher perceived the way in which the participants feIt about the interview 
process; including the topic being queried. The uniqueness of the qualitative study is that the 
researcher's personal interpretation is a part of the data analysis, compared to a quantitative 
study, which focuses on statistical analyses (Creswell, 2003). Process notes are notes written by 
a researcher that provide a description, from the researcher's perception, of emotional reactions 
and personal beliefs about each interview. For example, in this study the researcher wrote 
process notes that included a description of the connections that she felt with each participant 
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while conducting the interviews, the reasons that these connections may have occurred, and the 
way in which the connections may have influenced how salient details were recorded by the 
researcher. The process notes were helpful, because during the interview there were celiain 
ideas or themes that were not apparent until the researcher was able to review the transcribed 
data. It was during this time that the researcher was able to process in detail, the relationship that 
occurred between each participant and the researcher, and how that served as a basis for the 
researcher's formulating ideas and themes surrounding the data. Interestingly enough, the 
researcher found that salient themes regarding cultural beliefs in facilitating the rapport between 
client and mental health provider were also present in the relationship between the researcher and 
each participant. 
Content Notes 
The purpose of the content notes is to make notes during the interview process regarding 
the themes that stand out which are related to the infomlation being asked of each participant. 
The content notes were useful because the researcher was able to make notes about the most 
salient characteristics that emerged during the interview process, so that later the researcher 
would return to particular noted aspects of each interview, and organize the data around the most 
salient themes. The researcher color-coded the content notes and the interviews. For example, 
five different colors were used to identify each of the five research questions asked. The colored 
markers were used to correspond to the content notes. After the researcher read and reread the 
interviews and notes, the researcher coded all of the data into color schemes. Color-coding the 
data allowed the researcher to identify distinct themes with more clarity, as well as to decrease 
the repetition because there was so much data. The coded data were placed in separate groups, 
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corresponding to color and the question number, and then placed into separate boxes, which were 
also color-coded. 
Validation of Findings 
Validity in qualitative research does not carry the same meaning as it does in quantitative 
research. In qualitative research, validity is an empirical method used to suggest whether or not 
the findings are accurate from the viewpoint of the researcher, the participant, or the readers of 
an account (Creswell & Miller, 2000). The concept of validity in the qualitative research design 
can also be described with terms such as, "trustworthiness," "authenticity," and "credibility" 
(Creswell & Miller, 2000). 
Strategies for Checking Accuracy of Findings 
Creswell (2003) recommends that researchers utilize a procedural perspective in order to 
check the strategies used to validate the findings or data in the qualitative study. Strategies used 
to check the accuracy of the data included triangulating different data sources, rich thick 
descriptions, and, ideally, an external auditor (Creswell, 2003). 
In the current study, the researcher utilized the strategy triangulate different data sources 
as a validity check. This occurs when the data is examined in combination with all of the 
sources ii-om which data has been obtained. The data is then broken down to develop coherent 
justification for themes. In this study, the researcher listened to all ofthe interviews two times 
and read over each interview multiple times, until no other emerging themes from the data were 
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visible. The researcher was able to utilize the data obtained in the interviews as justification for 
the themes. 
According to Creswell (2003), a goal of qualitative research is to provide a rich, thick 
description of the data in order to convey findings that enable the consumers of such research to 
feel connected to the data, giving the discussion an element of shared experiences. Before 
meeting each participant in person, this researcher had already established a positive rapport with 
each participant by speaking to him or her over the telephone regarding the objectives of the 
study. The participants also seemed to feel a personal connection to the topic of study, and 
wanted to contribute to the study because of the lack of literature available regarding Latino 
populations and mental health services. 
An external auditor was recruited to review the entire proje'ct. It is the role of the 
external auditor to provide an unbiased assessment of the project either throughout the process or 
<l;t the end of the study. Because qualitative research is firmly rooted in the rich, unique 
experiences and perceptions of the researcher, it is important to have an unbiased reader who will 
be able ensure the fact that the researcher is conducting the research objectively. The external 
auditor selected was unknown to the researcher. A copy of the study was provided to her. After 
nearly six weeks, the external auditor reported that she would not be able to complete the task. 
Because of the limitations of recruitment, a replacement external auditor was unable to be found. 
A total of twelve subjects were interviewed for the study. The first three interviews were 
not audible. Initially, a Radio Shack Standard Cassette Recorder Model (CTR-121), with an 
enhanced noise reduction was used. After it was determined that three of interviews were not 
audible, an Olympus Digital Voice Model (VN-240) was utilized for the remainder of the 
interviews. Nine ofthe twelve interviews were of usable quality for the study. 
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Demographic Findings 
The final participants of this study were nine Latino Mental Health Providers who ranged 
in age from 31 to 58 years of age. All participants had from six to twenty years of experience in 
providing mental health services to Latino clients. Although all of the participants were of 
Latino descent, they varied in their ethnicities. However, no differences in themes extracted 
from the data could be detected as a result of the paIiicipant's age or number of years in practice. 
The table below provides a breakdown of the participants according to their ethnicities, levels of 
education and professional affiliations. 
Subject Ethnicity Degree Professional Affiliation 
1. Dr. G Peruvian Ph.D. Clinical Psychology 
2. Dr.M Cuban Ph.D. Clinical Psychology 
3. Dr. C Peruvian Psy.D. Clinical Psychology 
4. Dr. S Puerto Rican Ph.D. Clinical Social Work 
5.Dr.H Puerto Rican Ph.D. Clinical Social Work 
6. Ms. X Cuban Two Master's Clinical Psychology 
Completing Doctoral 
Internship 
7. Mr. A Puerto Two Master's/Doctoral Clinical Social Work 
Rican/Dominican Student 
8. Ms. 0 Mexican/Colombian Master's Degree Community Psychology 
9.Ms.G Argentinean Master's Degree Clinical Psychology 
Clinical Psychology 
Table 1. Demogmpl1ics of each participallt relative to ethllic backgroul1d al1d level of educatioll. 
Descriptive Filldillgs 
Question One: Tell me how you think your cultural beliefs influence your style of clinical 
practice? 
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Although not all Latinos are homogenous in their cultural beliefs, the following themes 
seemed to be a point of connection from the data obtained during the interviews. Rogier, 
Malgady, Costantino, and Blumenthal (1987) suggest that treatment mortality for Hispanics will 
decrease if there is incongruence between professional and mental health values, and the values 
of the community of Hispanics whom are targeted for treatment. When discussing with the 
participants how they believed their cultural beliefs influenced their styles of clinical practice, 
themes that stood out were related to the following areas: the importance of relationships, and the 
characteristics of warmth, friendliness, and flexibility that playa major role in how Latinos 
experience relationships. For Latinos, relationships are a way of meaningfully connecting to 
other people, and are strengthening for an individual. Closeness of the family relationships is a 
life long goal. From a Latino perspective, family comes first. Dr. G stated, "It was all about La 
familia (the family) and the foundation of their relationships ... everybody helps each other and 
relationships are strong." Family is considered both immediate and extended family. Mr. A, 
stated, "In Latino culture, families play such an important role and family within Latino culture 
can be anything ... our next door neighbor ... the person who immigrated with us. " 
Personalismo (personalism) is way of relating for Latinos, and it is an essential 
component in order to engage in any type of a relationship with Latino clients. Personalismo is 
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also described as a sense of hospitality, and being friendly and warm when meeting or interacting 
with other people, whether or not the person is a family member or a client. 
"Being Latino and /mowing how mal1Y Latinos like to relate, 1 
knew that as a therapist, J had to be ji'iendly ... Hispanics don't 
understand the therapeutic style as it was invented by the people 
who don't understand the culture ... Hi!;panic clients have told me 
that the coldness they have experienced really prevented them ji-om 
either building a relationship with that provider, or not wanting to 
come back because the client may have felt that the provider was 
asking them too many questions about their personal problems ... 
without creating a rapport with the client first. " 
-Mr.A 
Dr. C: "One of the characteristics in general about being Latina is that we focus a lot on the 
relationship ... and maybe the way J treat my clients tends to be much more relaxed or i/1formal 
compared to other cultures ... not that 1 share my personal life, but J tend to be ji-iendly and 
approachable. " 
Dr. M: "1 think given my culture, J am probably jhendlier and open with my clients than 
somebody who is fi'om a different culture. " 
Flexibility in Latino culture means being less rigid, and more fluid with boundaries in 
certain areas of clinical practice, compared to the traditional graduate school training, which 
emphasizes the definitiveness of boundaries and implications of this for ethical practice. 
Flexibility is yet another aspect of the notion of the 'relationship' when working with Hispanic 
clients. For example, if a client gives a therapist a hug or goes over the session by five minutes, 
it would not be sensitive of a clinician to end the session abruptly or view the time over the 
regular session time as clinically significant or pathological. 
Dr. Mstated, 
"] think because of my culture, ] am more flexible, meaning it is 
not uncommon that my sessions go over 45 minutes ... maybe 50,55 
minutes. ] often find that it is very difficult to get some Latino 
patients out of my office and] think that certainly again, there is a 
cultural component to that. With Latino clients, I need to be more 
patient because] do not want them to feel that] am just throwing 
them out. " 
Flexibility in the eyes of a Latino Mental Health Providers signifies being able to take on a 
variety of roles, compared to that of the traditional psychotherapist only, in the context of the 
therapeutic relationship. For example, 
Dr.C stated, 
"] was more open to working with clients not only on their clinical 
issues, but also working vllith them on their phone, their light, their 
electric bill issues, and everything else that usually would come up 
within the family. " 
-Mr.A 
« ] think that they expect me to understand some of the values, like 
family and extendedfamily values, and also to understand their 
issues about immigration, being immigrants here and whether or 
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not they are legal ... to understand what they are struggling with. . .! 
think because of this they come with a sense of safety. " 
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Participants in this study stressed the importance of helping Latino clients have their basic needs 
met prior to engaging or attempting to engage a Latino client in 'the traditional therapeutic 
relationship'. Dr. G stated, "Someone who is strugglingfi'om day to day, with basic needs .. .! 
would not ask, how are youfeeling today?" 
Another example that describes the importance of flexibility when working with Latino 
clients is the acceptance of gift giving. Latino Mental Health Providers understand that gift 
giving does not have to be considered unethical, pathological or 'a crossing of boundaries'. 
Participants in this study noted that for the most part their clients are not financially well to do, 
but are proud people who are loyal to their therapists and wish to demonstrate gratitude towards 
their therapist. The act of gift giving for Latino clients is a culturally acceptable way of showing 
appreciation. Latino clients may give a small gift, also known as 'un regalito,' or sometimes, 
may give Spanish food. In the eyes of Latino Mental Health Providers, accepting a token of a 
client's appreciation is not considered unethical behavior. In fact, it may be damaging to the 
relationship, should a provider refuse to accept the small gift or food. Ms. X stated the 
following, "] view things like gift giving and the actual interpersonal aspects of the relationship 
differently than] think a traditional seasoned psychoanalytic or psychodynamic person might. ] 
don't think it is a transgression to hug or accept a giftfrom a client." Accepting a client's gift 
might be an indicator to the client that the therapist could be either accepting or rejecting them. 
Mr. A added, "Within the Hispanic community, it would be seen as an insult by not accepting the 
clients gift ... a client will most likely perceive the therapist as the therapist viewing themselves as 
"too good" to accept the gift. " 
Question Two: Tell me how you perceive your cultural beliefs influence your Latino client's 
motivation to change. 
37 
The following themes were salient in relation to how Latino Mental Health Providers 
perceive the idea that their cultural beliefs influence their Latino clients' motivation to change. 
According to the participants, the most significant themes were related to respect (respeto), 
comfort, and familiarity. Respect (respeto) within the therapeutic relationship is a sense of 
humility on the part of the provider and of the client. For example, when a therapist addresses a 
client, he or she should address the client as Mr. or Mrs., or Senor or Senora, or Ousted' versus 
'tu'. These titles are dependant on the client's age and the familiarity of the therapist with that 
client. It is disrespectful to address an unfamiliar person by his or her first name, unless the 
person being addressed is a child. 
Dr. C stated, "Because Latinos believe in a lot of respect, they expect their children to show this 
respect and they also show the same respect to other kinds of authority figures. " 
"1 think if the patient feels that 1 am being respectful of what they 
believe in, despite the fact that they may pick up that J may have 
different cultural belieft .. .1 think that is a positive thing for the 
patient .. .! think the patient will feel valued in that 1 am not trying 
to impose on them. " - Dr. M 
Another important aspect of respect in relation to Latinos and the therapeutic experience 
is the notion of unconditional acceptance of the client and that client's role in their family. 
Latinos immediately hold their therapist or doctor in high reg~rd because of the amount of 
schooling associated with being a 'professional,' and the sense of accomplishment that comes 
with the many years of education. Dr. R stated, 
"For Latino clients, the doctol' is a velY important person and so 
they will tly tofollow ~what is being said to them. " - Dr. S 
".Most Latino clients look up to the person who is in the doctor 
role ... or someone in authority who is there to tell them what they 
should be doing, or what they should not be doing. " -Dr. C 
"J think that they see the way J treat them. J treat them with 
respect and care, and that really iI?fluences the client's decision to 
want to stay in treatment. The client is also seeing someone of 
their culture who, in their opinion, is doing well with their life. J 
think that helps motivate them to want to get their things in order. " 
-Mr.A 
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Latino mental health providers in this study stressed the importance of unconditional 
acceptance of their Latino clients. Regardless of an individual's psychological pathology, all 
clients should be treated with respect and hospitality. Especially if it is an older Hispanic client, 
"There is a particular way ... kind of a very! almost formal 
respeciful way that J would interact with him or her ... J would 
always address them as Senor or Senora .. .J would always be very 
respeciful ... A kiss on the cheek or hug to greet them is not some 
sort of transgression. " - Ms. X 
Comfort, another cultural belief identified by participants in this study, seems to 
influence their Latino client's motivation to change. In this study, comfort is the degree to which 
a client will feel safe enough to disclose information and be understood, because the mental 
health provider shares the same or similar cultural experiences or, perhaps, speaks the same 
language. According to Dr. G, 
"The fact that I am Latin American provides the client ~with a sense 
that they are better under stood ... there is a sense of 
familiarity ... and in that sense it may help the client to confide ... to 
trust .. .to state their concerns. " 
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Another aspect of making a client comfOliable comes from being real, authentic, and 
genuine. These qualities are important when attempting to put Latino clients at ease, so that they 
can feel comfOliable divulging what their vulnerabilities are. 
"One of the things I know I have to do with my families in 
order for them to trust me is to just go in like a regular person. I 
cannot go in with a lot of psychological jargon, whether it is in 
English or Spanish, because the client will shut me dml'l1. But if 
the client perceives me as someone he or she feels c01rifortable 
with, I do see that change come a lot quicker. " - Ms. 0 
Language is another contributor to the therapeutic relationship that influences Latino 
clients' motivation to change. Being able to communicate through the medium of the Spanish 
language is fundamental for many Latino clients. The use of translators and duplicated 
standardized manuals cannot take the place of a bilingual/bicultural clinician. The commonality 
of being Hispanic and speaking the Spanish language seems to create an immediate sense of 
comfort, that the client is "understood" on some level. 
"Although 1 am Cuban, 1 still believe that the[act that 1 am 
Hispanic bridges certain gaps. Ifnothing else, thefact that we 
share the same language helps them to some extent to feel 
conifortable ... and hopefully they would expect that 1 have a certain 
sensitivity to being an outsider in this country and they would see 
that 1 have some particular sensitivity to economic struggles, and 
that kind of thing. " - Ms. X 
Ms. G stressed the significance of sharing the client's same language in order to make a 
therapeutic impact. "Language condenses culture ... language is ·what has helped me connect 
with my Latino clients ... a therapist cannot translate something with underlying 
meaning ... having a translator will impede the client's ability to connect with the clinician. " 
-Ms.G 
Question Three: When working with Latino clients tell me about culturally specific beliefs 
that influence a client's experience in therapy. How do your cultural beliefs influence the 
therapeutic process? 
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Family, relationships, and respect seem to be the most salient themes when identifYing 
the cultural beliefs of Latinos that contribute to Latinos' therapeutic experiences. Themes related 
to how Latino clients' cultural beliefs influence their experiences in therapy are rooted in the 
notions of respect, as well as family values, which include gender roles and the hierarchy of 
structure within the family system. 
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Family values include the collectivistic sense of "we" in the family, compared to "I." 
Unlike the belief in individualism, collectivism guides many Hispanics in their decisions to look 
for help within their own communities (lnclan, 1985). In times of stress, Hispanics turn to their 
indigenous support systems over traditional mental health services (Garcia-Preto, 1982). Dr. C 
stated, 
"Latinos can be velY spiritual. .. they talk about GOD and 
have faith ... and a lot of times that is what supports them 
throughout hardships ... so they keep church as a resource a lot of 
times, or even if they don't go to church, they do have beliefs in 
GOD and some sort of spirituality. " 
Especially among the older generations, Latinos believe that problems are resolved 
within the family. For example, in the traditional Puerto Rican family, members look to the 
elders and extended kin for guidance, solace, direct help, advice, reassurance, and problem 
solving assistance (Ramos-McKay, Comas-Diaz, & Rivera, 1988). "They have a lot of pride in 
their families and they want to be able to solve their problems within the family. " - Dr. C 
Ms. X: "There is a certain qualitative aspect to the wayan intelpersonal relationship evolves in 
Hispanicfamilies ... that has warmth and intimacy ... an emotional intimacy and afamiliarity that 
is to me distinct pam Anglo-Americans." Ms. X finds this cultural aspect of Hispanic 
relationships as more comfortable for her in the manner in which she relates with her Latino 
clients. Relational aspects among family members may sometimes be seen as intrusive or overly 
familiar in the eyes of a Caucasian American therapist working with a Latino family. It is 
important that therapists keep the following in mind when working with Latino families: 
"There is a wider circle o..fwhat 's proper and what is appropriate 
in terms ofrelating amongst family members ... there is a lot o..f 
involvement in each other's lives for good and for bad, and 
evelybody feels there is a connection between family members 
that's almost a given ... It 's taken fa]' granted ... the family is 
extremely important and relationships are extremely important in 
the Hispanic community. " - Ms. X 
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With regards to being a Latina, and the way in which that influences her role as a mental 
health provider, Ms. X stated, "I sometimes can be too involved ... likely to be too reassuring and 
wanting to put my patient at ease ... this has a lot to do with the notion of bending over backwards 
to put someone at ease and there is probably some of that I carry to the therapeutic 
relationship. " 
Dr. C: "I think my Latino client's expect me to understand some of the values ... like family, 
extended family, and also to understand some of their issues about immigration, being 
immigrants here and whether or not they are legal or not ... sort of understand what he or she 
may struggle with. " 
Latinos with traditional value systems may be more likely to perceive mental health 
problems with negative stigma. Because of the communally shaped values and the importance 
many Latinos place on the relationship with family, Latino individuals may be hesitant to seek 
help or to continue receiving help, depending upon the family's perception of treatment. For 
many individuals of Latino descent, mental health is equated with weakness and shame. Parents 
do not want to believe that anything could be 'wrong' with their child or family member, 
especially nothing that a priest or close friend cannot fix. Many times individuals with mental 
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health problems in Latino families received the stigma oflazy, crazy, or attention seeking. One 
of the participants reported that it is customary that Latinos afflicted with mental illness have a 
tendency to feel indebted to family members for providing a place for them to live, and food for 
them to eat. However, that same family member who is the caregiver can also cause the 
individual with mental illness to feel shame. "Family plays a key and needs more attention .. .1 
know there are efforts throughout the country to increase mental health education for Hispanic 
families. " 
-Mr.A 
Marianismo and Machismo describe gender roles for women and men relative to 
traditional Hispanic values in the family system. The importance of the value of the family and 
marriage will sometimes lead to "Women sacrificing individual needs in order to stay in a 
marriage or in the family. " - Dr. C In a Latino family, a woman overlooking her individual 
needs for the good of the family is second nature; this is also known as marianismo. This type of 
altruistic behavior is not a sacrifice, but a way of life for many Latina women. Machismo is the 
notion that Latino males are the strong head of the family, and know how to solve the problems. 
For a Latino male, it is shameful to appear 'weak' to the family. 
Dr. H further exemplified the importance of roles within the Hispanic family when he 
stated, "In Puerto Rico, the father is the predominant figure ... children are supposed to show the 
respect to their fathers .. follow the rules .. follow the expectations of their parents." Dr. H also 
went on to explain how many Hispanic immigrants who come to the United States have 
difficulty raising their children because of the freedoms permitted to children in mainstream 
American culture. "Latino parentsfeet'as if they are losing control of their children. " 
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- Dr. R According to Dr. C, "There are expectations of children that they should be helping 
their parents .. .that they should take care of their parents when their parents are older ... and that 
they should obey and be committed to the family 110 matter how old the children become. " 
Dr. H utilizes his personal experiences as a Latino male to help Latino parents understand that 
there is a 'change' in how to approach children, because of the cultural differences between their 
country of origin and the United States. The following excerpt exemplifies this: 
"It probably helps the parents to see that, okay. .. this is also a 
Latino male who understands where we are comingfrom ... but has 
also had to make certain changes in his life because of the society 
in which we live ... if you live in South America or Mexico or any of 
those countries, it is very clear who has the authority in the 
family ... it is the father ... the parents." Dr. H 
Question Four: Please describe the common belief systems of your clients, concerning the 
openness to self- examination and self-awareness in therapy. 
"Generally, psychologists expect clients to be the primary active participant in revealing 
personal details, giving a history, and so on" (Rosado & Elias, p.454, 1993). However, Latino 
clients often expect the mental health provider to be the initiator of dialogue in therapy sessions. 
As mentioned previously, Latino clients perceive the therapist as an authority figure. Among the 
Hispanic cultures, limited talk, erratic eye contact, and silence are cultural behaviors rather than 
resistance, passive aggressiveness, or distrustfulness. It is important that mental health providers 
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respect and accept different styles of relatedness and communication as normative (Sue, 1981; 
Sue, 1990). 
Themes regarding acculturation and gender were identified, relative to the common belief 
systems of Latinos being open to self-examination and self-awareness in therapy. By 
acculturation, this study is referring to the level to which a client has adapted to cultural 
behaviors associated with the mainstream Anglo American society. "Jfind that the clients that 
are more acculturated start doing more within the treatment. " - Dr.C Self awareness is also 
contingent on the gender roles of men and women in the Latino culture. For example, traditional 
Latino women, are submissive and pleasing, to their own detriment. 
"That's what they learn Fom their culture ... that they have to 
please their husband ... and unfortunately many of them, at least the 
ones that J have worked with do not have enough education to 
move on ... So we work on a lot on assertiveness and things like 
that ... self-awareness ... but to express that in a concrete w«vand 
get results is very difficult, because a lot of times their partners 
don't want to come to therapy. .. The most successful cases J have 
had with families is when the father has been involved in the 
treatment. " - Dr. C 
Ms. X elaborated on this point with the following statement, "There is a gender 
difference ... Latina women are more inclined to engage in self-examination almost to a 
fault... like self-incrimination, self degradation, whereas the Latino males believe that they are 
not the one's with the problem. " 
"1 think thaI Latino menfeel as though they put themselves in a vulnerable situation t(they 
disclose information infi'ol1l of anyb a CO!. " - Dr. S 
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Latino men raised with traditional Latino values will perceive themselves as weak if they 
talk to someone about their feelings, especially a mental health provider. 
"Many times it is difficult for the Latino women I have worked with 
to step outside of an abusive relationship ... or even just assert 
themselves within the relationship ... my clients are aware of the 
situation and 'want to change, but it is really difficult because of 
their limited options here in the u.s. These women learn that they 
have to please their husbands. " - Dr. C 
Question Five: Tell me what you see as Latino clients' views of self-improvement. 
All of the Latino Mental Health Providers interviewed for this study linked Latino 
clients' views of self-improvement with moving higher up the socioeconomic ladder in 
American society. 
"Belonging ... Hispanics moving up the socioeconomic ladder, 
being accepted, being not simply Hispanic ... but a member of a 
community ... a larger community ... without having to stay in the initial 
community they came to when they first came to this country ... without 
having to stay in poverty ... being able to live among other Americans 
without being stigmatized. " - Dr. G 
Generally, the providers identified self-improvement for their Latino clients as being able 
to provide a better life for their families; this includes children's obtaining a better education, 
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leading to a better job or career, which would lead to more financial and social resources and 
opportunities for the next generation ofthe family. According to the Latino Mental Health 
Providers who pariicipated in this study, self-improvement was described by their Latino clients 
as a collective way for the family to do better as a whole. The participants' responses are 
summarized below: 
"People from different socioeconomic status have different 
expectations about their improvement ... there is a great deal of 
emphasis in my experience that the kids get the education ... the kids 
in high school in many cases complete and they go to college .. .then 
for self-improvement for their own generation (parents) means 
being able to escape out of poverty, moving out of an area where 
they were initially settled, and buying a home, and buying a car. JJ 
-Dr. G 
"Every time J see a family in treatment the parents always want their children to have a better 
life than they had. " - Dr. H 
'~Tiene que hacer su parte (doing your part) ... going to school and trying to live a better life." 
-Mr. A 
Instead of perceiving accomplishments in school or work as benefiting the individual's 
needs, Latinos view their upward mobility as a sense of success for the entire family. This sense 
of achievement for one generation is laying the foundation for the generations to follow. 
Although future Latino generations are becoming more acculturated to the mainstream in order 
to succeed culturally and financially in Anglo American society, they retain the cultural 
traditions and language of their ancestors, so that they are not losing important pieces of their 




Essential Components oj CBT and Bridging tlte Gap witlt Latino Clients 
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The participants in this study generally agreed that when working with Latino clients, the 
ability of a mental health provider to demonstrate shared understanding of cultural beliefs is 
important in establishing and building the therapeutic relationship. With this in mind, the 
following discussion will focus on the essential components of the CBT model and the specific 
challenges posed by using this model with Latino clients. Based on the data collected from the 
interviews with the nine Latino Mental Health Providers, suggestions will be made regarding the 
modification of the cognitive behavioral approach and its use with Latino clients in 
psychotherapy. 
The following components are essential in the use of CBT: 
1) CBT is based on the relationship between thoughts, emotions, and behaviors, and utilizes 
the clients' perception of themselves, their world, and their future (the cognitive triad) in 
order to initiate treatment. 
2) CBT roots its etiology of psychopathology in cognitive distortions and faulty schema 
(beliefs). 
3) CBT is based on a collaborative relationship between a client and therapist. 
4) CBT utilizes a collaborative agenda setting in practice. 
5) CBT is psycho-educational. 
6) CBT aims to empower individuals through the concept of self-help and personal 
responsibility for recovery through the use of homework and practice. 
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Essential Compollents of CBT 
Cognitive therapy, according to Beck (1995), is based on the cognitive model that 
describes an individual's emotions and behaviors as being influenced by their perceptions of 
events. For example, the wayan individual feels about a situation is associated with the way that 
that individual thinks about and interprets the situation. A core belief or schema is the way in 
which an individual makes sense of events. Core beliefs are a product of the cultural and 
environmental systems from which individuals are nurtured. For example, an individual who is 
raised to believe that through prayer any situation is changeable will find the practice of 
psychotherapy foreign, and possibly useless. Many individuals are not aware of these ingrained 
beliefs or schema, and therefore are not able to articulate them. 
The cognitive model maintains that core belief systems and schema that are negative and 
unrealistic result in academic, social, interpersonal, and intra-personal problems for many 
individuals. Core beliefs play an important role in CBT because cognitive theorists believe that 
these core dysfunctional beliefs are modifiable, and can be unlearned and replaced with new 
beliefs that are more realistic and functionaL 
When utilizing the cognitive behavioral method with Latino clients, non-Latino therapists 
may have the tendency to pathologize behaviors that are well within the cultural context for 
Latino clients. A mental health provider who is not familiar with traditional Latino values and 
with the communities in which many Latinos live, may make inaccurate assumptions regarding 
the clients' core beliefs, as well as inaccurate assumptions about what is considered 'normal' and 
what is considered 'abnormal'. 
Another conflict that arises for many non-Latino therapists providing mental health 
services to Latino clients has to do with 'healthy boundaries'. An example of a situation related 
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to healthy boundaries includes physical contact. Many Latinos greet one another by giving a hug 
or a kiss on the cheek. Also of importance is the manner in which many Latinos are in control of 
their emotions. Traditional Latino families teach their children that they are to be in control of 
their emotions, limiting the expression of feelings. A mental health provider who is not aware of 
these cultural beliefs may perceive this behavior as pathological or inappropriate, and address 
this in treatment as a clinical issue. By doing this, the provider will definitely create a negative 
impact on the therapeutic relationship with the client, possibly even leading to early tennination 
by the client. 
Another essential concept related to the process of CBT is what Aaron Beck calls the 
negative cognitive bias, which facilitates the negative mood state, "the cognitive triad" (Beck, 
1976). The cognitive triad is representative of how depressed individuals view themselves, their 
world, and their future. For example, an individual may think about himself or herself as 
"unlovable," the world as critical and unyielding, and the future as, "no matter what I do, I will 
always be unlovable." These beliefs about himself or herself, the world and the future have been 
reinforced and maintained by the individual's rules, attitudes, and assumptions. In tum, these 
faulty beliefs spawn dysfunctional emotional reactions and may lead to behavioral problems. 
Just as the understanding of the client's core beliefs is important for mental health 
providers, it is equally important for the cognitive behavioral therapist to learn to conceptualize 
each client's triad in cognitive tenns. The notion of the cognitive triad is significant in the 
practice ofCBT, because by understanding the client's triad, a therapist can determine how to 
proceed in therapy, what teclmiques to use, and how to improve the therapeutic relationship 
(Beck, 1995). By understanding the cognitive triad, the therapist will also be able to explore 
such questions as, "How did this patient end up here? What vulnerabilities and life events 
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(traumas and experiences) were significant in this client's life? How has the patient coped with 
vulnerability? What are his or her automatic thoughts, and what beliefs do they spring from?" 
(Beck, p.18, 1995). 
How do professionals modify cognitive behavioral methodology in its use with Latinos 
without sacrificing its efficacy? First, mental health providers utilizing CBT with Latino clients 
must be aware of the cultural values inherent in the Latino culture. Second, mental health 
providers utilizing CBT with Latinos should not attempt to modify a Latino client's belief 
system, because it is the primary purpose of the cognitive model. Moreover, it is the mental 
health provider's responsibility to utilize the strengths of the client's belief system, rather than to 
pathologize the client's beliefs that the clinician may perceive as foreign. Instead of perceiving 
the clients' diverse belief systems as 'dysfunctional,' mental health providers can utilize the 
qualities of the Latino client's belief system and build on these strengths which have helped them 
survive in the mainstream American culture. In order to provide ethical and fair services to 
clients of various Latino groups, mental health providers must be able to conceptualize cases 
from an investigative, non-assumptive, and flexible standpoint. 
Cognitive Distortions 
Cognitive distortions occur when an individual makes consistent errors in his or her 
thinking (Beck, 1995). Cognitive distortions are automatic thoughts that are untrue to 
'mainstream society,' but are absolute truths according to the individual who maintains them. 
The cognitive model identifies cognitive distortions as a systematic negative bias in the wayan 
individual processes cognitive information. Whether or not an individual's automatic thoughts 
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produce a distortion is contingent on how that individual makes sense of the event relative to 
their emotions and behaviors. Cognitive distortions are imperatives, such as "should and must 
statements." Such imperatives occur when an individual has a fixed idea of how he or she, and 
others "should" or "must" behave. The individual perceives the fixed idea as fundamental to his 
or her well-being. When the individual's expectations are not gratified, he or she is likely to 
become distraught, and engage in a cycle of self-loathing. The cognitive model suggests that 
dysfunctional automatic thoughts that are distorted and unrealistic serve as a catalyst for 
psychopathology. 
The identification of cognitive distortions is important to the CBT process because of the 
emphasis that the cognitive model places on modification of thinking. According to Beck 
(1976), cognitive distortions playa significant role in the maintenance of an individual's 
psychological distress. The cognitive model aims to modify how an individual thinks and feels 
about a situation in order help the individual respond differently to a situation. However, the 
concept of cognitive distortions can be misleading when used to identify the thought processes of 
diverse ethnic and cultural groups. 
In CBT, it is a goal of the therapist to strip away what are considered 'irrational thought 
processes'. However, what is irrational to a non-Latino Mental Health Provider may not be 
considered 'irrational' to a client from a Latino background. For many Latinos, what is 
identified as an irrational or dysfunctional thought process by non-Latino mental health 
providers, has served as a functional belief system for those clients, in order to survive in the 
environment in which they were raised. For a mental health provider to impose and promote an 
individualistic treatment style in therapy is incongruent with the belief systems of Latinos who 
have been taught to view family and friends in a collective manner. For example, for a non-
Latino therapist to assume that the statement "I must be there for my family" is a cognitive 
distortion, may be an inaccurate assessment. 
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In order to bridge the gap between the cognitive model of treatment and Latino clients, 
mental health providers can begin by not assuming, that a client's belief system is pathological 
because the belief is not that of the mainstream Anglo-American Society. From a very early age, 
Latino children are raised with the core value that "they must be there for their family." Instead 
of alienating a Latino client by refuting this, a therapist may use the culturally compatible way of 
linking the client's self to family care by saying, "You can take better care of your family by 
taking care of yourself' (Organista, 2006). This is fundamental to the client's survival within the 
cultural context of the family. Latino cultures promote collectivism amongst family members. 
When culturally loaded behaviors are not considered in the conceptualization and clinical 
analysis of a client, the validity and applicability of one's assessment or intervention may well be 
compromised (Sen'ano-Garcia, 1990). 
Organista (2000), and Miranda and Munoz (1994) have adapted CBT treatment manuals 
for Latinos. Some of the adaptations that have shown to be effective include streamlining of 
cognitive restructuring, which entails teaching clients helpful versus unhelpful thoughts; this is 
compared to the notion of distorted cognitions, which implies that "their belief system is wrong." 
An example of this is the "Yes, but technique." Rather than labeling a client's thinking as 
distorted or irrational, the mental health practitioner can respectfully challenge the client's 
perception by following the client's belief with "Yes, but", in order to have the client consider 
other points of view or information that may contradict the originally held belief. This method 
may plant a seed in the client's thought process, which may later help them challenge their own 
beliefs, which they consider as "fact." 
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Collaborative Re/atiol1sfl ip 
In CBT, collaboration is essential in being able to unite with the client. Collaboration is 
teamwork, and it is the responsibility ofthe client and therapist to be active in therapy. 
Collaboration in the CBT relationship means the building of trust and rappOli between 
the client and therapist, demonstrating a commitment to the therapy process; this includes the 
therapist being consistent and prompt. Demonstrating accurate comprehension by the therapist 
about what is taking place for a client is also useful in creating collaboration in the therapeutic 
relationship. In the cognitive model, collaboration is synonymous with the therapeutic alliance. 
According to the cognitive model, the basic, necessary ingredients in a therapeutic 
alliance consist of warmth, empathy, caring, genuine regard, and competence. During CBT, a 
mental health provider can demonstrate warmth and empathy by paraphrasing a client's concerns 
and by reflecting their feelings through active listening. A mental health provider can 
demonstrate genuine regard by unconditionally accepting a client, regardless of whether or not 
the provider approves or disapproves ofthe client's behaviors. A therapist demonstrates 
competence by being able to test hypotheses against his or her assumptions about the client's 
behaviors, in order to confinn whether or not the identified goals for treatment are appropriate. 
The competent cognitive behavioral therapist is constantly gathering data from each interaction 
with the client, in order to ensure that that he or she has the most accurate conceptualization of 
the client. 
These characteristics of the collaborative relationship are similar to the relational 
experiences that are to be expected among family members and close friends in Latino cultures. 
However, the components required for therapeutic alliance may be seen as artificial in nature 
compared to the strong commitment to family and extended family shared by many Latinos. The 
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focus for Latinos is collective, compared to mainstream American values, which are 
individualistic in nature. For Latino clients and Latino therapists, the relationship is different in 
the way in which it evolves between the client and therapist. Latinos value greatly the personal 
aspects of relationships. Many Anglo-American mainstream practitioners, however, focus on 
presenting problems. There is an Anglo-American mainstream value that "one never mixes 
business with pleasure." This value is task oriented, compared to emphasizing the personal 
dimension to relationships, which is extremely important for many Latinos. Latino clients would 
consider this way of relating as impersonal, and most likely not return to therapy, or else remain 
silent about the reasons they have sought treatment. 
In order to bridge the gap between mainstream practitioners of CBT and Latino clients, it 
is important to nurture the therapeutic relationship. A mental health provider working with 
Latino clients must spend time building personal relationships. Mainstream mental health 
providers may tend to focus on the presenting problem in therapy, which can be perceived by 
Latino clients as impersonal, especially ifthere is no sense of conjianza (trust) felt by the client. 
It is important for a therapist to make small talk sometimes, even providing some judicious self-
disclosure. Therapists should be mindful not to be overly friendly, but to find a balance between· 
task-oriented formality and warm personalized attention to the client (Roll, Millen, & Martinez, 
1980). Talking about therapy, expectations and goals initially will intimidate a client with 
traditional Latino values. 
Another way to build the relationship between non-Latino therapist's and Latino clients is 
to communicate generous amounts of warmth and empathy, so that clients feel that they are 
understood. Genuine empathy is lacking in the traditional CBT process. Research has 
demonstrated that if the right techniques are applied to the problem, a positive outcome follows 
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(Organista,2000). However, empathy must be genuine and demonstrated toward the appropriate 
concerns presented by clients. An example may be used of a cognitive behavioral therapist 
working with a traditional Latino Male, who presents as angry and depressed. The client is 
currently disabled and in treatment for chronic pain. Traditional Latino Males place a high value 
on working and providing for the family. Their roles are as the provider and disciplinarian in the 
family. This role is a large part of the Latino Male's identity. A non-Latino therapist working 
with this type of client may tend to focus on providing empathy for this client's feelings of anger 
and depression without attending to the high value placed on working by this client. This client 
will have the tendency to feel culturally as well as physically disabled because he is not capable 
of fulfilling his duties expected of him by his family. 
Agenda Setting 
The agenda is the rationale for what the therapist and client are going to do in the session. 
The primary purpose of the agenda is to prioritize information that is most important in the 
sessions, in a timely fashion, which makes it possible for the therapist to set a limit regarding 
digressions made by the client. In the beginning of the therapeutic relationship, it is the 
therapist's responsibility to set the agenda, but as the therapeutic relationship grows, the 
responsibility will shift to the patient. By having a set agenda, the therapist can return to the 
discussions without seeming "authoritative or controlling" (Beck, 1995). An agenda helps a 
therapist have a beginning, middle, and end to each session. In essence, the therapist is modeling 
structure. 
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CBT is a time limited, solution-oriented psychotherapy practice. Agenda setting is 
important in CBT because its aim is to use the therapy time productively, while working towards 
the client's goals (Freeman, Pretzer, Fleming, & Simon, 1990). By setting an agenda, the 
therapist can elicit the client's expectations for therapy and explore the advantages and 
disadvantages that the client has for maintaining these expectations. The agenda helps to elicit 
the client's participation in a structured, productive way. Failure to set an agenda frequently 
results in the therapist and client not addressing issues that are significant to the client (Beck, 
1995). 
When working with Latinos, agenda setting could be a balTier to the therapeutic 
relationship, because it may appear to be too formal. What a non-Latino Mental Health provider 
may consider important for the agenda may not be a focus of attention for the client. Although 
some Latino clients may initially present as agreeable to the goals set by mental health providers, 
internally they are not in agreement, and present as agreeable only because that is the culturally 
appropriate manner in which to behave. A Latino client would rather agree with his or her 
therapist than to have a confrontation, or be defiant to an authority figure. More than likely, he 
or she will not return to see that practitioner and will drop out of treatment, because his or her 
needs are not being met. 
As mentioned previously, practitioners working with Latino clients need to be mindful 
not to present as too formal. Because of their collectivistic cultural background, Latinos look to 
mental health providers for issues other than traditional psychotherapy. They are looking for 
emotional and technical support related to socioeconomic and financial issues as well. Many 
Latinos go to community mental health centers looking for support services that can help them 
with translating information, information sent from their child's school, housing, food, or bills. 
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Non-Latino Mental Health Providers have to be willing to initially let go of the formality of 
'agenda setting' to be more t1exible in working with clients, not only on 'clinical issues', but also 
on anything else that is of importance to the Latino client. 
Homework 
Homework in CBT is used as a way of bridging the gap between sessions for clients. For 
example, it is a means for the client to extend the work of the therapy session into his or her 
everyday world. Homework in CBT is collaborative, and is designed to help the client feel better 
about memories from previous experiences (usually formal education), which involved 
mandatory, impersonalized, often unhelpful assignments (Beck, 1995). 
Homework depends largely in part on the willingness of the client to play an active role. 
in treatment. Homework also places clients in a position to collect data and test the effects of 
cognitive and behavioral changes through their daily activities; they cannot do this in a one-hour 
session with a therapist. Finally, the review of homework by the therapist with the client, not 
only enables the therapist to test hypotheses related to schema around which the homework 
assignments are centered, but also to test the motivation and engagement of the client in working 
toward change. According to cognitive behavioral therapists, noncompliance with homework is 
a way for therapists to identify specific problems in the client-therapist relationship, as well as to 
identify factors that hinder the patient from making the desired changes. 
Homework is important in CBT because it teaches clients self-help and personal 
responsibility, so that clients are empowered by and not dependent on their therapists. 
Homework teaches the clients to be their 'own therapists'. This can be a challenge fot Latino 
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clients who perceive the therapists or 'doctors' as being the expert and being able to heal them or 
fix them. Many Latino clients believe that the role of the mental health practitioner is to relieve 
them of their problems, and the concept of empowerment to be independent problem-solvers is a 
foreign notion. For example, Latino clients' adherence to homework in CBT has a direct 
relationship with their perceptions of mental health problems, etiology, and stigma. For 
example, a therapist working with clients who have not acculturated to American mainstream 
society may have difficulty suggesting that the clients participate in homework or 'collaborate in 
treatment'. Many Latino clients seek out therapy seeking a solution, which will alleviate their 
emotional andlor physical suffering. This belief is congruent with the cultural belief that the 
doctor can "fix or alleviate" pain or suffering. 
In order to bridge the gap between the notion of 'homework' and empowering Latino 
clients to be responsible for their own treatment, the therapists must demonstrate to the clients 
that the 'homework' i.s not typical of homework that was given in an academic setting, to which 
they are most likely accustomed, which the client may perceive as intimidating. Depending on 
their socioeconomic status, many of the clients receiving treatment may have had adverse 
experiences in traditional academic settings, or may have not completed grade school, or even 
high school. 
To decrease the level of intimidation experienced by the clients, the therapists can help 
the clients to identify 'practice skills,' rather than 'homework'. Although focusing on the same 
theme, different terms can be used to create a warmer, less threatening environment. Clients are 
suffering when they seek out therapy. Clients coming to therapy do not want to feel that they are 
"doing something wrong in therapy." This is especially true for Latino clients who come to 
therapy with the etlmic and cultural belief system that even going to therapy may be seen as 
"wrong" by their families and community of friends. 
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Instead of creating an atmosphere that may remind the client of school, the practitioner 
can modify how they make suggestions of 'homework'. For example, practitioners can 
encourage clients to engage in deep breathing exercises and relaxation teclmiques when they 
present with issues related to anxiety. These therapeutic skills can be tailored to cultural 
traditions, such as lighting 'virgen' (virgin) candles in honor of the Virgin of Guadalupe as well 
as other such exercises; these can be not only relaxing for many Latinos, but also spiritually 
enriching. In addition to lighting candles for spiritual well being, many Latino clients believe in 
Dios (God), and in the power of prayer. Instead of prescribing a relaxation teclmique that may 
be foreign for the Latino client, he or she has now been asked to engage in behaviors with which 
they are accustomed, only now a 'professional' whom the client holds in high regard, has 
prescribed this practice skill to the client. The client may also feel that the therapist is 
considerate of his or her beliefs by acknowledging the importance of prayer in his or her life and 
encouraging the client to continue engaging in that behavior. By being aware and 
knowledgeable about cultural nuances such as these, practitioners can help alleviate a client's 
anxiety about the therapeutic process, in addition to increasing the therapeutic alliance with the 
client. 
Additional ways in which CBT can be interwoven with cultural beliefs of Latino clients 
may include scheduling activities independently with the client and collaboratively with family 
members. By promotingfamilismo (strong emphasis on family centrality and loyalty), the 
mental health provider is demonstrating to the client that he or she is understanding of the 
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client's culture and can inf-use the Latino cultural values into the therapeutic process, which can 
lead to a sense of genuineness for the client. 
The therapist may also make use of the cultural beliefs related to respeto and 
personalismo. As mentioned earlier in this study, respeto and personalismo are important 
because there is a mutual respect shared between client and therapist, and that trust or confianza 
is present in the therapeutic relationship. These qualities can be modeled by the therapist in 
interactions with the client by attending to issues that the client presents as important, versus the 
therapist's perception of what should be on the agenda; it is also impOliant not to judge the 
client, or display affect that may be indicative of a condescending or judgmental demeanor. One 
of the major premises of the cognitive behavioral model is that of mutual collaboration, but that 
does not stop many therapists from setting an agenda that they believe meets their 'professional' 
needs. For example, a client presents to their sixth therapy session as non-attentive, and un-
interested in the previously agreed upon agenda. After much inquiry, the client divulges that he 
or she is upset because of a notice from the electric company, stating that the electric service will 
be turned off because of insufficient payment. In order to demonstrate to the client that the 
practitioner genuinely cares and has an appreciation for what this client is experiencing, it is 
important to address this issue immediately; possibly identifying resources that the client may be 
able to utilize. This is especially true because the client may have a family at home and his or 
her first priority is that the family is neither in danger nor lacking basic resources. 
Psycho-educational process 
Another essential component of CBT is that it is psycho-educationaL Part of the psycho-
educational process is to socialize clients to the cognitive behavioral treatment model, which will 
enable clients to eventually become their own therapists, resulting in their taking responsibility 
for their own treatment. Psychoeducation is also used to educate clients about their problems. 
The goal is to normalize the process of therapy for the client and instill hope, while helping the 
client to feel more control over their current situation. 
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Psychoeducation is important in the CBT process because it helps the clients to 
experience greater control over the management of their problems. Many clients who seek 
therapy tend to feel overwhelmed and out of control. Clients may also feel as if there is no one 
who understands what they are experiencing. In CBT, therapists use psycho-education as a tool 
to educate their clients about the presenting problems or symptoms. By educating clients about 
their symptoms and the process of psychotherapy, clients tend to feel less anxiety about seeking 
therapy, and more at ease knowing that help is available, and that other people with similar 
issues have benefited from psychotherapy. 
When working with Latino clients, it is important that non-Latino therapists take the 
opportunity to use psychoeducation to find out more about their clients' ethnicity, culture, and 
the values that they bring to the therapeutic relationship. Of greatest importance would be that 
the therapist finds out if the clients were born in the U.S. or if they had immigrated. If they are 
immigrants, how long have they been living here? In what type of neighborhood do they live? 
With whom do they spend most of their time? Gil and Vasquez (1996) describe the acculturation 
process as a gradual process, which occurs while still maintaining a positive regard for ones 
culture, but shifting attitude and behavior toward those of the dominant culture because of 
repeated exposure; this is done in order to survive. 
In light of acculturation, the aforementioned questions that are posed have a direct impact 
on the form of psychotherapy employed with cultural and ethnically diverse clients. The step-
by-step, evidence-based emphasis used in the practice of CBT has been described by Organista 
(2006) as useful in orienting Latino clients to the process of psychotherapy by educating them 
about how mental disorders are conceptualized and treated with CBT. It appears that the 
cognitive behavioral model is useful with the Latino population because it is consistent with 
many of the traditional cultural characteristics and social experiences of Latino clients 
(Organista, 2006). 
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Latino clients who are first generation and less acculturated to mainstream American 
culture and unfamiliar with psychotherapy may perceive the process of psychotherapy as 
'mysterious' if they have not been oriented to treatment. By educating the clients to the 
symptoms from which they suffer, the clients may feel more understood, instilling a sense of 
hope, and decreasing the chances of premature termination oftreatment. For example, a 53-
year-old Puelto Rican female presents to the therapist as nervous, with symptoms of anxiety; she 
will most likely self report that she is experiencing problems with los nervios. This client will 
describe symptoms corresponding with what the DSM-IV considers panic attacks or anxiety 
disorders. Most likely, this woman is suffering from panic attacks or anxiety attacks. By 
explaining the symptoms to this woman and empathizing with her discomfort, psycho education 
can then be used to demystifY her sense of discomfort in order to help her understand that what 
she is experiencing is not that abnormaL By normalizing her experience 'and instilling hope, this 
client will be more willing to try CBT techniques; in addition to traditional candle lighting 
techniques that many traditional Puelto Rican females,use to pray for loved ones. This client 
will most likely be receptive to trying deep breathing and relaxation techniques, in conjunction 
with lighting candles. 
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Latinos who are traditionally-oriented view professionals as authority figures who are 
supposed to be active and directive in providing medical and mental health services. They may 
often expect that their doctors or mental health providers, or both prescribe medication or 
recommend a course of action to help them to feel better. Because CBT is a directive form of 
psychotherapy, it is more capable of meeting the expectations of Latino clients who are 
traditionally oriented, as opposed to non-directive forms of psychotherapy. It is important also to 
keep in mind that the acculturation process may not be the same for women as it is for men. 
As mentioned earlier in this study, many Latinos who have immigrated into the United 
States are overly affected by poveliy-related problems, frequent crises, and limited resources. 
Given that CBT is oriented toward problem solving and focuses on the present, it is flexible in its 
applications to address multiple problems that seem to arise in clients' lives simultaneously. 
Another part of psychoeducation with Latino clients is providing assurance that they will 
not be judged or stigmatized, and that seeking help for mental health problems is actually a way 
of empowering themselves and their families. If the client lives with his or her family and is 
concemed about alienation from the family for seeking treatment, it is important to bring the 
family in for a session or two to educate them to the process of psychotherapy, and how it may 
benefit the entire family. When working with unmarried Puerto Rican mothers, Comas-Diaz 
(1981) introduced cognitive behavioral therapy as a group leaming activity in order to reduce the 
stigma of seeking help. A benefit of these groups was that they encouraged personal talk in 
order to familiarize group members with one another and build trust in a family like atmosphere. 
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Spirituality: Anotlter 111ealls to Bridge tlte Gap 
Mental health providers must think outside of the box. In order to create comfort and 
healing for Hispanic clients seeking help, mental health providers must ensure that they 
incorporate the context, culture and longing for wholeness of the Hispanic communities. When 
working with Hispanics with strong spiritual beliefs, the use of religiosity and spirituality are 
strong motivators. Most Latinos have a strong sense of spiritually which is rooted in culturally 
ingrained values and tradition; these include strong ties to family, interpersonal relationships and 
community ties. 
Latino clients are more likely to feel receptive to the foreign concept of psychotherapy if 
mental health providers are aware of the key component that drives Hispanic/Latino spirituality. 
La Familia, provides the primary foundation for the Hispanic individual's personal, social, and 
religious values. At the core of this belief is that the family is the most important. Faith and 
fundamental religious values, which shape the U.S. Hispanic sense of wholeness, are primarily 
taught by the grandparents and parents (Garcia, 2000). Focus in this collectivistic culture is on 
the family's social stratification, as opposed to the benefit of the individual. Parents teach their 
children early on the importance oftheir speech in everyday affairs, using plU'ases such as: 
"Bendicion" (Bless me) and "Dios te bendiga" (May God bless you). In many Hispanic homes, 
these phrases are fOlms of respect that children, regardless of what age always use when they 
address their elders and parents, upon greeting and leaving. Mothers and grandmothers 
encourage these spiritual/cultural behaviors and traditions by teaching the presence of God in 
every day situations. 
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Although the cognitive behavioral model encourages clients to be self-empowered, it is 
important as a mental health provider to understand self-responsibility and empowerment in the 
context of the Latino client's culture and community. By being aware of the aforementioned 
impOliant values in the Latino cultures, a mental health provider who utilizes CBT may adapt his 
or her treatment modality to act as a supplement, not a replacement, when treating Latinos, or 
any diverse etlmic and cultural population. The goal of culturally competent psychotherapy is to 
infuse best practices with cultural knowledge about various diverse ethnic and cultural groups of 
people. In order to follow through with this, it is important that practitioners be able to recognize 
the two different worldviews brought to the therapeutic relationship by practitioner and by client. 
This entails not only recognizing that a client has a different cultural worldview, but also 
accepting the fact that the client's worldview has validity, and is legitimate in his or her 
representation of their cultural experiences. 
This notion of practitioners' acceptance of the worldviews of clients can be exemplified 
by a clinician recognizing, accepting, and incorporating spirituality in the treatment of their 
Latino clients, who hold spirituality and God at the forefront of their daily lives. Many 
Hispanics who consider themselves of the Christian faith have the belief that God 'will not give 
us more than we can handle'. By accepting and respecting this belief, a practitioner may help a 
client engage in the treatment process, as well as enhance the rapport with the client. For 
example, unconditional acceptance is one of the core elements in the CBT model. By infusing 
the element of unconditional acceptance with the Christian belief that God 'will not give us more 
than we can handle " the practitioner is demonstrating to the client that he or she can receive help 
from an outsider who can be accepting and understanding of his or her spiritual beliefs. For 
example, the CBT practitioner can demonstrate that he or she is accepting of the client's spiritual 
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belief system by stating, "You believe that God will not give you more than you can handle, but 
do you also believe that God may have put me here to help you?" This practice on the pmi of the 
therapist will demonstrate a level of respect and support, which will be a foundation for the 
therapeutic relationship. By doing this, the practitioner may eam the respect of the client, which 
will increase the client's likelihood of remaining in treatment and being more apt to collaborate 
with the therapist in the future. The client's being able to link the acceptance and understanding 
provided by the therapist with the client's spirituality can then lead to the client's being more 
open to developing self-talk techniques, to which he or she may not have been receptive earlier 




Implications for Best Practices 
The field of psychotherapy has come a long way over the years because mental health 
practitioners are learning about and incorporating many components of multi-cultural 
competence. As mentioned above, there are aspects of the CBT model that can be adapted for 
use with the Latino populations. However, it is important for clinicians to keep in mind that 
these are general assumptions, not meant to be fact for working with all Latinos. In any therapy, 
not just CBT, adaptations are necessary in order to me~t any client's individual needs. 
Many mental health professionals of Latin or Hispanic descent are providing the means, 
so that other mental health providers can adapt cognitive behavioral therapy to be used with 
Latino populations. The population of Latinos in the United States has been steadily on the rise, 
and Latinos are one ofthe most underserved populations by the mental health profession in this 
country. All mental health providers have a moral and ethical responsibility to provide culturally 
competent mental health services not only to Latinos, but also, to all ethnically diverse 
populations of clients CAP A, 2003). 
It appears that with increased degrees of acculturation for Latinos who have immigrated 
to the United States, the negative stigma of psychotherapy is slowly diminishing. Still, for many 
Latinos, mental health is viewed as a negative and intrusive experience. Years ago, individuals 
with psychological problems in the Latino culture were hidden away; the family would keep 
them away from others, for fear of experiencing ridicule and embanassment, which could 
negatively impact the family's social status in the community. Many Latino families tended to 
deny and pretend that there was nothing wrong. However, with increasing education of the 
Hispanic communities and more Hispanic professionals joining the field of mental health, 
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Latinos have been increasingly accepting of mental health treatment and are seeking practitioners 
who will be able to provide the care that they need. 
Based on the Latino mental health providers interviewed in this study, this researcher 
found that all of them had developed a clinically eclectic orientation in order to be able to work 
effectively with their Latino clients. All of the participants noted that Latino clients needed 
practitioners who were willing to be clinically flexible. Because of the importance of the 
collectivistic culture for many Latinos, flexibility on the p311 of the clinician is what seemed to 
make the most sense for their clients. The participants in this study identified values and 
practices that included understanding, empathy, flexibility, and amenability to understanding the 
differences in all clients, not just Latino clients. People are of different races, ethnicities, and 
genders, just as people experience a multitude of differences in economic status, education and 
acculturation, and in social as well as biological dynamics. All of these factors must be 
considered when using CBT or any other model with clients in psychotherapy. 
Another theme identified by the participants in this study was that most Latino clients do 
not initially seek a long-term therapeutic experience, with the goal of self-actualization. For the 
most part, Latino clients of economically challenged and minimally acculturated status expect 
treatment to be short term. They tend to view therapists as authority figures, and after they have 
established a warm, unconditional relationship in which they feel acceptance, the client will be 
compliant with what he or she is directed to do. This is not because of "laziness," or not wanting 
to he responsible for recovery, but because of the significance placed on the notions of 
collectivism and the family relationships. The cultural values of many Latinos are a solid 
foundation for the way in which many of these clients view themselves, the world, and their 
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future. These culturally engrained schema will set the tone for the ways in which many Latinos 
perceive the therapeutic relationship. 
This researcher found that all of the palticipants in this study reported that they were able 
to be flexible in their use of technical skills. Some of the participants were trained in specific 
areas, but chose to incorporate many other techniques and methods in working with their 
Hispanic clients. This researcher equated this to the theme of flexibility in being a mental health 
provider from the Latino community and with the Latino population. This researcher 
experienced a sense of closeness with all of the participants, believing it was a result of cultural 
familiarity. 
The participants in the study also contributed a sense of warmth and helpfulness because 
of the area of study. They were aware that there is a scarcity of literature available for clinicians 
working with Latino populations. In addition to the desire to help a colleague of Latino origin, it 
is this researcher's belief that the participants also wanted to help a colleague who was 
contributing to the literature that could be of potential benefit to the field of clinical psychology. 
Limitations of the Study 
There were several limitations to this study. The researcher had access only to those 
Latino Mental Health Providers who practiced or lived in the tri-state area. The sample size of 
Latino Mental Health Providers was selected rather than chosen at random, which means that the 
representative quality of the sample is unknown. Also, the small sample size may lead to a 
limited generalizeability of the results. Initially 12 interviews were conducted, but only nine of 
the interviews were audible for transcription. A future study might expand the sample size, by 
extending the selection to areas outside of the tri-state area. 
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The qualitative design has a number of limitations. The qualitative design to research is 
based on the subjective perception of the researcher, which renders it less empirical, and may be 
considered less reliable. Because the themes from the interviews are based on the subjective 
interpretation of the researcher, they may also be influenced by the biases of the researcher. 
Additionally, the conclusions extracted from the data may have been influenced by the 
researcher's personal expectations. Another limitation of the qualitative design is that the 
qualitative method is predicated upon having an external auditor to review the study. The 
external auditor for this study was unable to perform the duty. Because of insufficient time and 
resources, the researcher was unable to locate a qualified individual to perform this function. 
Goals for Future Research 
Future research related to the field of multicultural competence in the delivery of mental 
health services for Latinos should begin with increasing the degree of education in graduate 
programs for practitioners, as well as trying to increase the number of culturally and ethnically 
diverse students applying to graduate programs in the field of psychology. Graduate Programs in 
Psychology can begin by individualizing and applying, practically, multicultural change efforts 
to the individual needs of the students, faculty, and curriculum (Reynolds, 2001), as well as 
infusing knowledge about groups which include various people of color throughout the 
coursework, also addressing the psychologist's role as a clinician and researcher. Multicultural 
competence is a lifelong dedication for practitioners who strive for the gold standard in ethics 
and sensitivity to individuals needs. After mental health practitioners begin to accept others' 
cultural practices and incorporate them into treatment, practitioners as a field will no longer 
simply pay lip service to the nature of diversity. 
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INFORMED CONSENT FORM 
TITLE OF STUDY 
GROUNDED THEORY: LATINO MENTAL HEALTH PROVIDERS' PERCEPTIONS OF 
THE lV/ENTAL HEALTH BELIEFS OF LATINO CLIENTS 
Lav Title: Understanding how Latino clients perceive mental health treatment, through the 
eves o(the Latino mental health providers who treat tltem. 
PURPOSE 
The purpose of this research is to obtain infonnation related to Latino clients and mental health 
provider's perceptions of mental health issues and treatment, which will help clinicians, provide 
more culturally sensitive treatment. 
You are being asked to be in this research study because you are a mental health provider who 
has identified yourself as having experience working with Latino clients for at least six months. 
If you are not of Latino descent, and are not a mental health provider at least at the master's 
level, you cannot be in this study. 
INVESTIGATOR(S) 
Name: Bruce S. Zahn, Ed.D., ABPP 
Department: Psychology 
Address: PCOM, 4190 City Avenue, Philadelphia PA 19131 
Phone: (215) 871-6498 
The doctors and scientists at Philadelphia College of Osteopathic Medicine (PCOM) do research 
on diseases and new treatments. The interview process you are being asked to volunteer for is 
part of a research project. 
If you have any questions about this research, you can call Dr. Zahn at (215) 871-6498. 
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If you have any questions or problems during the study, you can ask Dr. Zahn, who will be 
available during the entire study. If you want to know more about Dr. Zahn's background, or the 
rights of research subjects, you can call the PCOM Office of Research and Sponsored programs 
at (215) 871-6782. 
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DESCRIPTION OF THE PROCEDURES 
You will be asked five open-ended questions in an interview format; including 
demographic information and your attitudes and beliefs about the mental health beliefs 
of Latino clients. You will be asked to sign a written consent in person prior to the 
interview. The interview will be tape recorded with your permission. The co-
investigator will then transcribe the data from the audio tape and code and analyze the 
data. 
POTENTIAL BENEFITS 
Potential benefits to you may include improved a'Yareness of your culturally relevant 
beliefs in provision of mental health services to Latino clients, as well as potentially 
improved efficacy of culturally-sensitive mental health services to Latino clients. 
RISKS AND DISCOMFORTS 
There are no known risks or discomforts from being in the study. 
ALTERNATIVES 
The other choice is to not be in this study. 
PAYMENT 
You will not receive any payment for being in tIlls study. 
CONFIDENTIALITY 
All information and records relating to your participation will be kept in a locked file. 
Only the researchers, members of the Institutional Review Board, and the U.S. Food 
and Drug Administration will be able to look at these records. If the results of this 
study are published, no names or other identifying information will be used. 
REASONS YOU MAY BE TAKEN OUT OF THE STUDY WITHOUT YOUR 
CONSENT 
If health conditions occur that would make staying in the study possibly dangerous to 
you, or if other conditions occur that would damage you or your health, the researchers 
may take you out of this study. 
In addition, the entire study may be stopped if dangerous risks or side effects occur in 
other people. 
NEW FINDINGS 
If any new information develops that may affect your willingness to stay in this study, 
you will be told about it. 
INJURY 
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If you are injured as a result of this research study, you will be provided with immediate 
necessary care. 
However, you will not be reimbursed for care or receive other payment. PCOM will 
not be responsible for any of your bills, including any routine care under this program 
or reimbursement for any side effects that may occur as a result of this program. 
If you believe that you have suffered injury or illness in the course of this research, you 
should notifY the PC OM Research Compliance Specialist at (215) 871-6782. A review 
by a committee will be arranged to determine if your injury or illness is a result of your 
being in this research. You should also contact the PCOM Research Compliance 
Specialist if you think: that you have not been told enough about the risks, benefits, or 
other options, or that you are being pressured to stay in this study against your wishes. 
VOLUNTARY PARTICIPATION 
You may refuse to be in this study_ You voluntarily consent to be in this study with the 
understanding of the known possible effects or hazards that might occur while you are 
in this study. Not all the possible effects of the study are known. 
You may leave this study at any time. If you drop out of this study, there will be no 
penalty or loss of benefits to which you are entitled. 
I have had adequate time to read this form and I understand its contents. I have been 
given a copy for my personal records. 
I agree to be in this research study. 
Signature of Subject: ____________________ _ 
Date: __ 1 __ 1 __ - Time: AM/PM 
-------
Signature of Witness: _____________________ _ 
Date: __ 1 __ 1 ___ _ Time: AMlPM 
-------
Signature of Investigator or Designee _______________ _ 
(circle one) 







2. Orientation: Pick one Cognitive Behavioral_ Eclectic 
Psychoanalytic_ Gestalt Family Therapy~_ 
3. Number of Years as a Therapist: 
4. Number of Years working with Latino clients: 
5. Ethnicity: Nationality, how do you identify yourself? 
6. Where were you born? 
7. What generation are you? 
8. Where were your parents born? 
9. What community do you live in? 
10. Geographic region in which you practice: i.e. urban rural suburban 
11. What is the standard length of time in which one of your Latino client's remains 
in treatment? 
12. Do you find that among your Latino clients once they have experienced a relief 
of their "symptoms," they drop out of therapy? 
Appendix C 
Survey of Latino Mental Health Providers' Beliefs 
1. How do you think your cultural beliefs influence your style of clinical practice? 
2. How do you perceive your cultural beliefs influence your client's motivation to 
change? 
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3. When working with Latino clients, tell me about culturally specific beliefs that 
influence a client's experience in therapy? How do your cultural beliefs influence 
the therapeutic process? 
4. Please describe the common belief systems of your clients concerning being open 
to self-examination and self-awareness in therapy. 




Interviewer: Tell me about how your culture beliefs and how they influenced your 
style of clinical practice when you did practice therapy. 
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Mr. A: I think definitely being Latino and knowing how many Latinos like to relate, it 
really influenced me in the sense that I was a lot more flexible and open and 
understanding that you have to be respectful to the individual and I think for some 
providers, they don't. They come in, they see their client, do their job, and that is it. 
Knowing the culture, being Latino, I knew that I had to be friendly, you know, that 
there are issues sometimes that come up. Like, oh, here is a gift from vacation, which 
many individuals would have a hard time accepting, even though sometimes it's a key 
chain or something that doesn't even cost a dollar or two dollars, but within the 
Hispanic community would be seen as an insult or, oh, you think your better than me, 
you don't accept us. Therefore, I think that really influenced my style when working 
with them. The fact that I was a little bit more flexible and more open to working with 
them not only on their clinical issues, but also working with them on their basic needs; 
phone, light, electric bill issues, and everything else that would come up within the 
family. 
Interviewer: Tell me more about friendliness, flexibility, and respect. 
Mr. A: In our program for New Jersey Mental Health Institute we conducted a focus 
group with Latino consumers to get their feedback on what were some of the barriers 
they had with access to mental health services, and one of the things that kept coming 
up, which was not included in the literature that I had found much information on, was 
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the coldness of the providers. They talked about how many of the providers were very 
strict. They would tell the clients, we are here about you, not about me because clients 
would ask such stuff as, "Are you married or do you have any kids? The Latino clients 
reported that the coldness of the providers really prevented them from either building a 
relationship with that person, or wanting to return to treatment. The clients reported 
that the practitioners were asking so many questions about their problems with their 
husband, son, daughter or wife and the practitioner refused to answer even the most 
insignificant inquiry by the client. The clients do not understand the therapeutic 
relationship style, the way it was invented by other people who do not wlderstand the 
culture. That was an issue for them, the coldness. 
For me, I think respect was a big issue. I will give you a good example .. J had 
to learn this on my own. I was seeing a little old grandmother who had custody of her 
grandchildren because her daughter was incarcerated and the child,ren's father was 
deceased. The first time the grandmother came for family therapy she said to me, "Son, 
can you get me some coffee?" and I thought to myself, I have 45 minutes for you, for 
therapy ... what do you mean make you a cup of coffee? Luckily at the group home, we 
had a housekeeper so I asked the housekeeper to make coffee. Then the grandmother 
asked, do you have anything to eat? I said okay, but then at that point I was frustrated. I 
had maybe a year and a half into my first Master's program and this was my first direct 
experience. After that session, they did not return to therapy for a couple of weeks. I 
kept calling and calling, and there was always an excuse for why they could not attend a 
session. So then, I fOlUld, I needed to be more flexible. So I went out to their home, 
and I created a relationship with them. I remember carrying shopping bags up the stairs 
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and I thought. .. this is not what I am supposed to be doing. I am supposed to be 
addressing their clinical issues or their problems of why their kid wants to kill 
themselves. However, I saw that unless I built that relationship with them, they were 
not going to let me in to really talk to me about what the problems were, so I think I had 
to respect that. I also had to be flexible in the sense that 45 minutes wasn't going to do 
it. Sometimes it took 45 minutes just to get them to warm up and to focus ... to tum off 
the television and concentrate on what we were supposed to be doing. I think those 
were really important elements in what made it successful, that these kids were 
eventually able to return home versus going back to a state psychiatric hospital, or 
getting placed in a long-term facility. 
Interviewer: Tell me about how you perceive that your cultural beliefs influence your 
client's motivation to change. 
Mr. A: I come across as very ~nergetic, very giving, and also I think people can relate 
to me in the sense that I was born and raised in the hood, even though I don't talk about 
that with my clients, but I can walk the walk ... talk the talk. I have no problems rolling 
up my sleeves and walking up six flights of stairs with grocery bags. I think the way I 
believe, the way I interact, like today .. .I do not have my tie on. Tomorrow, in were 
not working with my client, maybe I would have my tie on. I think that they see the 
way I treat them. I treat them with respect. I treat them with care. I think that really 
influences their decision to want to stay in treatment. I think in terms of therapeutic 
intervention ... when we talk about that. .. sometimes life is hard. We talk about 
experiences with oppression and discrimination in this country and relate it to how you 
had to study hard and make it happen. They see that it is possible ... and that they are 
seeing someone of their culture who, in their opinion, is doing well with their life. I 
think that helps motivate them to want to get their things in order. 
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Mr. A: I also think that the commitment that they see ... and it goes back to being 
flexible. If they see someone's really committed to helping them and that is shown by 
not just by saying let's talk about the depression, you know, what you would say is how 
is your mama, how's your husband, how's your nephew? After the relationship is 
formed they begin to tell you everything. Oh, there's Fernando's birthday party next 
weekend. So, in two weeks when they return to therapy, you will ask the client, how 
was the birthday party? You must show them that you really are interested in what is 
going on in their life, and from my cultural belief, I believe that it is important because 
families play such an important role in Latinos live. Family within the Latino 
community can be anything. It can be our next-door neighbor. It could be the person 
who carne on the boat with us ... and so on. For example, all my life I thought I had all 
of these cousins from the Dominican side of the family. You know, that is your 
cousin ... that is your cousin. I thought ... you guys carne on a plane together, but how is 
he all of the sudden my cousin? Then I realize that they weren't blood cousins, but call 
themselves family. So, when you show that interest in the clients family, extended 
family, their well-being, and that you understand their culture, that creates a bond that 
really helps to create a positive working relationship. 
INTERVIEW #2 
Interviewer: Tell me about how you perceive your cultural beliefs influence your 
client's motivation to change. 
Ms. 0: My own beliefs? 
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Interviewer: Yes. 
Ms. 0: Okay. I guess having patience. In my family of origin ... they displayed 
openness and warmth with me growing up, and having patience. That is something that 
I know I have to do with my family. One of the things that I know that I have to do 
with my families, in order for them to trust me is just go in like a regular person. I 
cannot go in with a lot of psychological jargon, whether it is in Spanish or English, 
because they are just going to shut down. However, if they perceive me as someone 
that they can feel comfortable with, I do see that change will come a lot quicker. But I 
believe that a lot of my family of origin is not 100% Americanized, so because they 
have instilled that in me, I think I can comfortably assimilate in my families' homes. 
Interviewer: Tell me more about the warmth and opemless. 
Ms. 0: Okay, for example, boundaries are something that is. very ingrained in our 
program (referring to work program) and keeping appropriate boundaries. Latinos 
usually greet each other with a hug or a kiss. There just generally tends to be a little bit 
more physical contact. I don't necessarily hug and kiss all my clients, but then there 
are some clients, especially the older ones, that kind of need you to accept something 
such as a hug or something to drink, where as you are trained not accept anything from 
clients or engage in physical contact. But if you don't it is sort of insulting, so it is kind 
of like that. You have to work out your boundaries within what you are taught in 
school, but also within your cultural beliefs and getting that middle grQund ... helping 
the clients feel like you are warm ... and not necessarily be one of the family, but enough 
to let them feel comfortable. My experience with Latinos, especially Latino males, is 
that they do not very openly give information, or perceive therapy as helpful because 
then they will be perceived as crazy. I have to go in very cautiously, especially if the 
parents are not the identified clients and their children are. They tend to be the clients 
also because you have to work with the families in terms of parenting techniques and 
supporting the kids. 
Interviewer: Tell me more about being openness. 
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Ms. 0: We want our children to learn empathy and feelings and explore those things. 
Sometimes the Latino Males who are the head of the household want the younger males 
to be tough ... don't cry. In terms of having the males even participate in therapy can 
sometimes prove to be difficult. Especially if they feel like they are going to be at fault 
at all, they will not come. So I have had to proceed with caution, because sometimes 
these males are abusive, or if they are abusive in the immediate .... at the moment, then I 
usually don't include them ... especially, if they are not in the home for safety reasons. I 
am currently working with a grandfather who is a 'tough guy' and to have him open up 
and try new parenting techniques has been difficult, but he has been coming to the 
sessions and participating in the family sessions, which is good. I believe attendance is 
like the biggest step. 
Interviewer: Tell me about culturally specific beliefs that influence your client's 
experience in therapy. 
Ms. 0: You mean in a negative or positive way? 
Interviewer: Or both. 
Ms. 0: One thing that I have noticed, is that Latino clients generally tend to feel more 
comfortable if you are truly Latino versus just Spanish speaking. I can only say that 
from experience where I did work with a gentleman who had lived in Mexico, spoke 
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Spanish very well, had an accent like he was from Mexico, but he was Caucasian 
American. Unfortunately, and I amjust saying because we shared a family of clients ... 
even though they liked him, they sort of all wanted to work with me. One woman said, 
"You understand what I mean." It is not like we are in a secret club, it is just that they 
feel certain mannerisms, possibly may only be understood by Latinos. And culturally, 
again I believe that the warmth is probably the biggest thing. If you are very 
standoffish, I think it pushes your clients away. 
Interviewer: Tell me about how your culture specific beliefs may influence the 
therapeutic process between you and your Latino clients. 
Ms. 0: I guess, I hate going back to the same word, but ... the warmth, I believe that is 
the only way. I guess identifYing through different things such as meals. Not 
necessarily eating, but currently what I do is I go in the homes and provide services, so 
many times the families are cooking and they will mention they are cooking this and I 
can say, oh, I've had that or my mother has made'that or something like that, because I 
also believe that Latino families identifY a lot through food, and that is something that 
makes everybody feel comfortable. I guess just being willing to open up a little bit 
yourself. I do not believe give a lot of information about yourself, but if you are willing 
to open up a little bit yourself in terms of just general surroundings, I think that makes 
your clients feel better and not so guarded. 
Interviewer: Tell me more about opening up. 
Ms. 0: I believe that you know you have to be cautious with your clients in terms of 
providing too much information. What I mean by too much information is saying 
where you live. Of course, they know your last name and they are going to have your 
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number if they need to contact you, but I think general things like discussing maybe that 
you have a child .... or something else. I believe you have to really balance your 
boundaries in telIDS of not providing too much information about your marriage. You 
can say you're married, but not information about your marriage. I know my clients 
always get a little confused as to where I am from because my last name is not Latino 
and then they hear me speak and, you know, a lot of Latino people can identifY from 
your accent where you are from and they kind of hear it and they are like it doesn't 
sound that and it doesn't... so that is another way to identifY with them. Or you know, 
tell them, oh, my mother is from here and my father is from there and that is usually 
something they can identifY with. 
Ms. 0: I believe that it is something you have to disclose because otherwise, they are 
waiting to know. 
Ms. 0: I put it out there immediately with my Spanish speaking clients even if they 
speak English because like I said, sometimes people aren't really quite sure what I am 
and I have had a family ... who was not necessarily speaking negatively about me, but 
they were speaking about me and I thought, oh man, I don't want to embarrass them and 
say I understand what they are saying so I made it a policy now that I speak Spanish, 
because sometimes with you they are speaking English, but amongst themselves they 
are speaking Spanish so I just kind of put it out there. Even if they speak English, even 
if they are first generation, sometimes even just knowing it kind of I believe this 
happens, it decreases the tension. Because then they think, oh good, if I am cooking, 
then she is not going to think my smells are weird or anything like that. It helps them 
know that somebody else understands some of your traditions. 
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Table 1. 
Demographics of each participant relative to ethnic background and level of education 
Subject Ethnicity Degree Professional Affiliation 
1. Dr. G Peruvian Ph.D. Clinical Psychology 
2. Dr.M Cuban Ph.D. Clinical Psychology 
3. Dr. C Peruvian Psy.D. Clinical Psychology 
4. Dr. R Puerto Rican Ph.D. Clinical Social Work 
5. Dr. H Puerto Rican Ph.D. Clinical Social Work 
6.Ms.X Cuban Two Master's Clinical Psychology 
Completing Doctoral 
Internship 
7. Mr. A Puerto Two Master's/Doctoral Clinical Social Work 
Rican/Dominican Student 
8. Ms. 0 Mexican/Colombian Master's Degree Community Psychology 
9. Ms. G Argentinean Master's Degree Clinical Psychology 
Clinical Psychology 
